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EDITORIAL 


‘ome Practical Geriatric Considerations 


The aged person is in constant 
search for emotional security plus 
the element of material security 


JAMES M. NORTHINGTON, M_D., Editor 


The observations on which Push- 
in’s' article is based were made 
uring residence in a home for the 
sed with an average census of 240 
dan average age of 75. These ob- 
ervations were so acute and the les- 
ons learned from them so valuable 
to demand passing on to our read- 
rs for the good of their elderly pa- 
ients. 

If one considers geriatrics as a 
etrograde form of pediatrics he 
oon sees the same motivations and 
he same behavior patters revolv- 
g around the desire to be loved, 
0 be wanted, to be recognized. 
Where the infant is in constant 
earch for emotional security, the 
pged one is in search for the same 
plus the element of material secur- 
ty. The neuroses in the aged are 


). Willard Pushkin, M.D., Charleston, West Va. 
Med. Jl 50:91, 1954. 
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only a continuation of what was in 
the earlier life picture and that the 
capacity for aging with graceful 
adaptation depends for the most 
part on how the individual fared 
in his earlier life. 

Leaving out of account the brain 
damage of cerebral degeneration, a 
person is not crotchety because he 
has reached 75, but rather because 
he was crotchety at 50, or even be- 
fore. Reactions to rejection as mani- 
fested in the aged by rebellion, fits 
of temper, or tears do not differ 
greatly from those seen at any age. 
Therapy must begin with recogniz- 
ing that neurotic behavior is only 
an expression of a deeper-lying anx- 
iety he may find a worthwhile per- 
son fear-stricken. 

Deep psychotherapy will avail 
very little in the resolving of neuro- 
tic symptoms in the aged patient. 
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One must be content with the gains 
to be had from simple ventilation 
and becoming merely a good listen- 
er. 


PSYCHOSES 


There is no consistent correlation 
between histopathologic changes in 
the brain and the clinical psychoses 
in the aged. Arteriosclerosis does not 
necessarily go hand in hand with 
senile psychosis. Drug intoxications, 
electrolyte imbalance associated 
with dehydration, or other causes 
are frequently responsible for the 
unwarranted institutionalization of 
elderly people. Take a careful his- 
tory of drug ingestion with particu- 
lar reference to the bromides and 
long-acting barbiturates; ordinarily 
one-third of bromides ingested pass 
the blood brain barrier whereas in 
the arteriosclerotic person one-half 
of bromides ingested pass this bar- 
rier. Malnutrition, dehydration, elec- 
trolyte imbalance and drug intoxica- 
tion being corrected, and organic 
brain disease eliminated, and the 
elderly patient still shows psychotic 
behavior, careful inquiry into pre- 
cipitating environmental factors 


should be made. 


When the question of institutiona- 
lization arises a frank discussion 
with the family will greatly alleviate 
anxieties. Assurance that the aged 
one will receive good care, will be 
treated with gentility and allowed 
to suffer no pain, will overcome in 
most instances the guilt feelings that 
plague those assuming the responsi- 
bility for commitment. 


ELECTROSHOCK 


Occasionally, electroshock ther- 
apy may be indicated for the aged, 
agitated patient, also in cases of 
psychotic depression. 

Hypertensive arteriosclerotic 
heart disease is the type most com- 
monly found in the aged. Failure is 
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apt to begin subtly with loss of ap. 
petite, or a mild cough. One will be 
gratified at the response to digitalis 
and diuretics. When sex hormones 
are used in the aged weigh the pa 
tient frequently to gauge dosage and 
allow rest periods from the use of 
the hormones. 
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Rheumatic heart disease in the 
aged is not very uncommon. It may 
manifest itself merely as weakness, 
low-grade fever and red cells in the 
urine. With proper antibiotics, cures 
can be effected just as in the young 
Pneumonias are prone to be con- 
plicated by bacterial endocarditis. 
Masked hyperthyroidism in the aged 
must always be considered, when 
auricular fibrillation, with or with- 
out failure, does not respond to digi- 
talis. The BMR may be normal yet 
the response to antithyroid drugs he 
gratifying. 














HAZARDS OF PROLONGED BED REST 






Progressive weakness, hypostatic 
pneumonia and _ thrombo-emboliza- 
tion are the common hazards of pro- 
longed bed rest. Bathroom privileges 
are not as taxing as the use of the 
bedpan; meals out of bed relieve the 
monotony of bed rest; these features, 
plus active motion of the extreni- 
ties, reduce immediate mortality in 
congestive failure as well as in cor- 
onary occlusion. 


At this home for the aged all pa 
tients with acute coronary occlu- 
sion were ambulated as soon as pain 
and shock were over. The immediate 
mortality was 8% in a series of 47 
patients. Anticoagulant therapy was 
not in effect because of lack of facil- 
ities for prothrombin time determin- 
ation. There is some question that 
anticoagulant therapy is indicated 

























where early ambulation is practiced. : 
Because of slowing of absorption, § i; 

oxidation and excretion in the aged 

person, one must be always on the 






lookout for drug toxicity. In conges- 
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tive failure the usual 1.2 mg. digi- 
talizing dose of digitoxin and a main- 
tenance dose of 0.2 mg. has chronic 
S| digitalis intoxication often been 
chalked up to “simple anorexia 
of the aged” or “cardiac irregulari- 
ties not responding to digitalis.” 
Mercurial diuretics are invaluable 
in congestive failure, but constant 
| watchfulness for their side reactions 
| musi be maintained. Oral prepara- 
tions are the more satisfactory. Re- 
fractoriness to diuretics is not rare. 
| The addition of 100 mg. pyridoxin 


.| may reactivate the diuresis. Acute 


urinary retention due to rapid fill- 
ing of the bladder with obstruction 
at the neck has been mistaken for 


ith-§ acute anuria. 


USE OF ANTIBIOTICS 


Antibiotics are responsible for the 
sharp reduction in the mortality rate 
due to pneumonia. Care must be ex- 
ercised in the use of the broad-spec- 
trum antibiotics over prolonged per- 
iods. The mucous membrane ulcera- 
tions and diarrheas in the aged per- 
son are not so quickly brought un- 
der control. Large doses of vitamin 
B,. have been effective. 

Skeletal pain may mean cancer or 
tuberculosis. Rheumatoid arthritis in 
the aged responds somewhat better 
to chrysotherapy than it does in 


Cyclic Buccal Ulceration 


Cyclical buccal ulceration occur- 
ring in relation to menstruation is 
a well-recognized condition, and 
there is often coincident ulceration 
of the vulva, lower vagina, or anus. 
It has been the subject of several 
questions during recent years. The 
cause is unknown and its treatment 
is empirical and unsatisfactory. 

General diseases, especially de- 
ficiency states, including anemia, 
should be excluded; also oral sepsis. 
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others. ACTH and cortisone should 
be administered to the aged with 
careful consideration of what can be 
expected in the way of response, as 
against chance of complications— 
cushing-like side reactions old “fi- 
broid” tuberculosis lighted up, frac- 
tures result of osteoporosis, prema- 
ture congestive failure from fluid 
retention, mental changes. 

We must be ever conscious of the 
reduced elasticity not only of the 
blood vessels but of the emotional 
texture as well and give small doses 
to the aged. 


PREPARATION FOR SURGERY 


In consideration for operation, age 
is not the deciding factor, but rath- 
er the state of the brain, heart, lungs, 
liver, kidneys — and the adrenals. 
Bring the patient to the optimum of 
nutrition and hydration by the oral 
route whenever possible. Severe 
anemia should be corrected with 
small transfusions. Iron is not me- 
tabolized well in case there is infec- 
tion or fever. Keep the patient 
“walking” until the day of surgery. 
If the patient has been a habitual 
user of tobacco and alcohol, these 
should not be interdicted. Psycho- 
logic preparation of the patient for 
operation is often neglected. A per- 
son who knows no fear is not alive. 


It may be worth while to have skin 
sensitivity tests. Unless these inves- 
tigations give a lead, treatment has 
to be empirical. Antihistamine pre- 
parations of one sort or another 
should be tried first, and if these 
fail, progesterone or chorionic gona- 
dotropin. Large doses of vitamin C, 
and sodium hyposulphite 10 gr. t.i.d., 
appear to help in some cases. 


British Medical Jour., 4836, 634, 1953. 
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ORIGINAL ARTICLES 


Eighty Points Regarding Hyperthyroidism 
For the Family Doctor 


A discussion of the important 
considerations in the diagnosis and 
treatment of thyroid disease 


ARNOLD S. JACKSON 


In response to a request by Clin- 
ical Medicine the following are 80 
suggestions gained from 35 years 
experience with the problem of hy- 
perthyroidism. 

1. Hyperthyroidism is a_ toxic 
state resulting from either an ex- 
cess or a perversion of the thyroid 
secretion. 

2. It is seen in two forms: (1) 
Graves’ disease and (2) toxic nodu- 
lar goiter. 

3. In Graves’ disease the condition 
occurs at any age from 2 to 88 years, 
the average being 33 years. The di- 
sease progresses by a series of 
waves; at the crest a crisis occurs. 
Vomiting, diarrhea, fever, extreme 
nervousness, rapid heart beat, ex- 
cessive sweating, weakness, and 
tremor occur in a crisis. 
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, M. D., the Jackson Clinic, Madison, Wisconsin 


4. Crises, exophthalmos, thrills, 
and bruits do not occur in toxic no- 
dular goiter. 

5. Crises are as rare today as 
croup and typhoid fever. 

6. Why? Because the disease is 
better diagnosed and treatment be- 
gun in time. 

7. If a crisis does occur, how can 
it be controlled? By Lugol’s solution, 
fluids, rest, and quiet. 

8. If vomiting occurs, how can 
Lugol’s be given? One drop to a 
teaspoonful of water until retained; 
also by rectum and subcutaneously 
well diluted in water, 30 drops to 
500 ce. 

9. What significant points in the 
history differentiate Graves’ disease 
from toxic nodular goiter? Toxic 
nodular goiter is not seen under 30 
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years of age, rarely under 35. Appe- 
tite may be ravenous at first in 
Graves’ disease, never in toxic nodu- 
lar goiter. Exophthalmos or stare 
is seen in 50% within three months 
in Graves’ disease; it is never seen 
in toxic nodular goiter. 

10. What significant physical con- 
ditions differentiate Graves’ disease 
from toxic nodular goiter? In the 
former the gland is symmetrically 
enlarged or may not even appear 
enlarged; in the latter the gland is 
asymmetrically enlarged. 

11. Are the blood pressure record- 
ings similar? No. Graves’ is char- 
acterized by a normal or slightly 
elevated systolic but a low diastolic 
pressure, toxic nodular by a high 
systolic and a correspondingly high 
diastolic. 

12. What would be typical blood 
pressure recordings in a woman of 
50? Graves’ disease, 145/70; toxic 
nodular, 170/110. 

13. Is the systolic pressure ever 
elevated in Graves’ disease? Yes, 
when the disease is prolonged. 

14. In what other disease is the 
diastolic pressure low? Aortic in- 
sufficiency. In any other diseases? 
No. 

15. Of what significance is this? 
If the patient does not have aortic 
insufficiency, he probably has 
Graves’ disease if his history and 
other findings are in agreement. 

16. What is the quadriceps’ loss 
test? A patient is asked to step up 
on an examining table or chair. In 
either Graves’ disease or toxic nodu- 
lar goiter the patient may have to 
seize the chair or table to help pull 
himself up. 

17. Why is it a good test? It may 
help to differentiate Graves’ di- 
sease or toxic nodular goiter from 
neurasthenia. It may give some in- 
dex of the severity of the disease. 

18. Does not the basal metabolic 
rate (BMR) do that? No. Why not? 
The BMR is not an index of the se- 
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verity of the disease in toxic nodu. 
lar goiter; in this condition a patient 
may be in critical condition and 
have a BMR of only + 25%. The 
BMR may be an index of the sever. 
ity of Graves’ disease. ' 

19. Is a BMR of +25% diagnostic 
of Graves’ disease? No. Are there 
any exceptions? Yes, if the patient § 
has been on Lugol’s solution or anti- 
thyroid therapy, or if the gland has 
been partially removed, or the di- 
sease is recurring. 

20. Is the BMR a reliable test? 
Sometimes. When? When made un- 
der ideal conditions by an accurate 
technician with an accurate ma- 
chine. 

21. Is there an accurate machine 
accessible to the general practition- 
er? I doubt it. Why? The only ab- 
solutely accurate machine I have 
ever used is too complicated and 
too difficult for the Jackson Clinic 
to operate. 

22. How badly do BMR machines 
err? 100%. You mean cases of hy- 
pothyroidism are reported as hyper- 
thyroidism? Yes. 

23. How can you prove that? I 
have records of over 250 cases in 
which thyroidectomy had been ad- 
vised for a normal thyroid gland. 

24. How falsely elevated 
were the BMR’s? +30 — +40 — 
+50 — +90%. 

25. Has such a report ever been 
given? Yes. Professor Bell, patho- 
logist of the University of Minne- 
sota, and I each reported 100 such 
cases. Only his were of normal thy- 
roid glands that had been removed. 
We gave our joint report at a meet- 
ing of the Hennepin County Medical 
Society in Minneapolis. 

26. Was your report published? 
Yes, in August 1937 in the Western 
Journal of Surgery, Obstetrics & 
Gynecology. It was also presented 
to the meeting of the American As- 
sociation for the Study of Goiter in 
1937 at Detroit. 
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27. What was the title of the pa- 
or? “Needless Thyroid Surgery.” 
28. Are needless thyroidectomies 
‘till being performed? Yes. Prob- 
-Eebly several times this number 
every year. 

29. Why? Because of failure to 
orrectly diagnose hyperthyroidism 
bnd because of placing reliance on 
accurate BMR and other tests. 

30. My patient is an extremely 
nervous young woman, has a rapid 

pulse rate, is in love, and has a BMR 
‘fof +40%. Does she have Graves’ 
or toxic nodular goiter? 
robably neither. She is too young 
for toxic nodular goiter. 

31. How will I rule out Graves’ 

disease? Go over the clinical history 
“Band physical findings. If the blood 
pressure is 120/84, she probably 
does not have Graves’ disease. 

32. If the blood pressure is border- 
line, such as 120/72, her neck is 
slightly enlarged, her hands tremble, 
 fand her skin is moist, what has she 
got? 

33. Repeat the BMR one or two 
times under ideal conditions. Then 
give her a test dose of Lugol’s, 5 
drops t.id. for 10 days. 

34. If she has Graves’ disease, 
what happens? The BMR may drop 
to +20 per cent, and the clinical 
fndings all improve, including 
weight gain. 

35. Do I than advise thyroidec- 
tomy? Would you if she were your 
daughter? That is a test to make 
on every patient before you pre- 
scribe any form of therapy. Too 
many people have been killed by the 
promiscuous giving out of new 
sample drugs. Over 1,300 died from 
taking amidopyrine-containing drugs 
only a few years ago. 

36. So I am still in doubt that 
surgery is indicated. My old chief, 
Dr. C. H. Mayo, once told me to re- 
member that “Graves’ disease is 
never an indication for emergency 


surgery.” Therefore, if in doubt, step 
the Lugol’s at 10 days, not at 2, 3, or 
4 weeks; if continued too long, the 
condition resulting is almost as bad 
as an “iodine-fast” state. 

37. What happens? If she has 
Graves’ disease, she will soon be- 
come worse; she will lose weight, 
become more nervous, and the 
BMR will go up. 

38. What then? If you feel the 
diagnosis of Graves’ disease is defi- 
nite, take her to the surgeon whom 
you expect to do the operation. If 
your diagnosis is confirmed, she 
can then be prepared for thyroidec- 
tomy in 10 days with Lugol’s. 

39. Will Lugol’s benefit toxic no- 
dular goiter? No. One exception: 
When the patient with toxic nodular 
goiter has been receiving antithyroid 
drugs, these shoulld be stopped and 
Lugol’s given for 10 days prior to 
surgery to decrease vascularity at 
the operating table. 

40. Will the antithyroid drugs do 
to toxic nodular goiter what Lugol’s 
will to Graves’ disease? Yes. How 
do you know? From the experience 
of others and of over 500 cases per- 
sonally treated. 


41. Are the results as quickly ob- 
tained? No. It takes weeks or 
months. The BMR drops a point a 
day. 

42. Do you prepare all patients 
with toxic nodular goiter with anti- 
thyroid drugs? No. Only the more 
severe, but every patient when 
doubt exists. 


43. How long are these patients 
prepared? There are no two alike. 
There is no hurry. 

44. Can cases of toxic nodular 
goiter be cured with these drugs? 
No. Why not? Because the nodular 
adenoma is not removed even 
though the hyperthyroidism is con- 
trolled. 


45. Why worry about that? An 
adenoma may become intrathoracic 
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(5%), substernal (20%), and malig- 
ant (15%) in the clinical solitary 
nodule; 4 to 5% in multiple nodules, 
30% in solitary nodules in males 
and the same in children). 

46. Can Graves’ disease be cured 
by antithyroid drugs? In a few in- 
stances. Do you advocate it? No. 
Why? An experience of several 
hundred cases proved too discour- 
aging. 

47. Can Graves’ disease in chil- 
dren be cured by these drugs? In 
a series of 16 cases I have cured 4 pa- 
tients after three years’ of therapy. 
The rest are controlled. 

48. Why do you not advocate 
surgery if you are a surgeon? Be- 
cause I would never resort to 
surgery if I could effect a cure 


otherwise, especially in children. 
49. What dosage of antithyroid 
drugs do you use? Tapazole, 5 mg. 
t.i.d.; propylthiouracil, 50 mg. three 
or four i.d. 
50. Have you had any serious re- 
actions from these drugs? No. Have 


serious reactions been reported? 
Yes. Agranulocytosis. Have you 
been lucky? Yes, but I believe more 
important is the fact that large doses 
have not been used. 

51. How often is the leukocyte 
count checked? Every three to four 
weeks. 

52. When do you stop the drug? 
If a sore throat, skin rash, diarrhea 
or vomiting occur, or if the leuko- 
cyte count drops below 4,500. 

53. Have you used other antithy- 
roid drugs than these? Yes. I dis- 
carded them because the results 
were no better or not as good. 


54. Have you used radioactive 
iodine (I'*')? No. Why not? Be- 
cause I would not give it to my 
daughter. 

55. Do you think it is dangerous? 
I do not know. Does anyone know 
whether it is dangerous to use? I 
do not know. It has been used for 
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about seven years, and I know of yj 
dangerous results. 

56. How long will it take to 
sure? Possibly ten years. Whs 
harmful effects might it have? | 
might have a carcinogenic action. | 
might affect the reproductive glank 
Is there any proof of this? None tha 
I know of. 

57. Do others interested in thy 
roidology feel the same? Opinion ap 
pears to be pretty much divided. 

58. Have you seen good or baj 
results from the use of I'*!? I hay 
seen a number of patients unsuc 
cessfully treated upon whom I late 
performed surgery with cure re 
sulting. 

59. Were the reports of they 
cases published? Some of _ them 
were (Journal of the Internation! 
College of Surgeons, 13:583-591). 

60. Will I'*' cure toxic nodulaf: 
goiter? No. Why not? Because the 
nodular adenoma will persist ever 
though the hyperthyroidism is con 
trolled. 

61. Is it harmful to continue a case 
of Graves’ disease on Lugol’s afte: 
two weeks? Yes, it is because the 
patient can become 
which is a term I suggested to in- 
dicate that the patient no longer re- 
sponds to iodine. 

62. Is that a serious condition? Ii 
was before the advent of the anti- 
thyroid drugs. Now we can safely 
stop the iodine and control the hy- 
perthyroidism with these drugs, le 
ter returning the patient to iodine 
for 10 days before surgery. 

63. Do you use other tests such 
as the blood iodine and cholesterd 
in the diagnosis of hyperthyroid- 
ism? No, I have never felt the need 
for them. 


64. Do you ever fail to cure a case 
of hyperthyroidism? Yes, but not 
cases of toxic nodular goiter; al 
most never is there is a recurrence 
in these cases after thyroidectomy. 
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65. But you do fail occasionally in 

Graves’ disease? Yes. Why? Be- 
@cause the operation has not been 
perfectly performed, or more often, 
because the patient fails to follow 
Bthe postoperative directions. 
66. Stimulants such as nicotine 
Band caffeine must never be used. I 
performed a fourth thyroidectomy 
on a patient previously operated up- 
on by eminent surgeons who failed 
to advise her of this. She has re- 
mained well for 25 years. 

67. Failure to gain weight im- 
B mediately after operation is another 
reason for an unsuccessful result. 
Arduous tasks and work such as 
telephone and telegraph operators 
have may hinder recovery. 

68. Is psychology important in the 
jcare of these cases? Positively. 

69. Did you ever practice “steal- 
ing the gland”? No, I did not concur 
“fin the opinion of my good friend the 
‘B late Dr. George Crile that this was 
the best method to perform a thy- 
‘B roidectomy. 

70. I prefer that they know the 
exact day and hour and that they 
are anxious for me to go ahead 
‘§ with the operation. Unless they have 
absolute confidence in me, I would 


in-§ not wish to operate. 


71. Are your patients awake when 
you operate? Often. Not infrequent- 
ly they sing with the nurses and 
me, 


72. What anesthetic do you use? 
Superficial cervical nerve block with 
novocain since 1928. What strength? 


One and one-half per cent with no 
adrenalin. 


73. What preliminary medication 
is given? Nembutal, 14% grains; pan- 
topon, 4% grain; and scopolamine, 
1/150 grain under 50 and 1/200 
grain past 50 years of age. 


74. What other methods? There 
is a good deal more to the preopera- 
tive preparation but that can be bet- 
ter seen than told. 


75. Did you ever use a general 
anesthetic? Yes, three times for par- 
ticular reasons. 


76. In 1928 you advocated the use 
of the electric surgical knife in thy- 
roidectomy; do you still use it? 


77. Yes, it is constantly in use 
because, for one thing, it is a time- 
saver. We can coagulate five vessels 
while one is tied. 


78. In Graves’ disease it is desir- 
able to remove as much tissue as is 
safely possible. This I believe can 
be done better this way than with a 
scalpel. 

79. Is there anything more you 
would like to say about this subject? 

80. Yes, but the editor will get 
hyperthyroid himself if I do not 
stop. For the rest, see my book and 
the articles written on the thyroid. 


& 


The Low-Salt Syndrome in 
Children During Hot Weather 


The low-salt syndrome is the di- 
rect result of losses of water and 
sodium chloride by sweating and 
of inadequate replacement of salt. 
Every child who tolerates heat poor- 
ly should be studied carefully with 
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the possibility of fibrocystic disease 
in mind, and all infants known to 
have fibrocystic disease of the pan- 


creas should receive extra sodium 
chloride. 


Mary E. Evans, J/. Kansas Med. Soc., 55:125, 1954. 
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ORIGINAL ARTICLES 


Eye Diseases from the Standpoint of the 
yeneral Practitioner 


A practical approach to the 
treatment of a number of acute and 


chronic eye conditions 


MILO H. FRITZ, M.D., Anchorage, Alaska 


EXAMINATION OF THE EYE 


Take and record the _ vision 
in each eye separately, in both eyes 
together, with and without glasses. 

The inferior conjunctival fornix of 
each eye is inspected by pulling the 
lower lid margin down as the pa- 
tient looks up. Inspect the upper 
fornix by everting the upper lid. 
The globe is palpated through the 
closed lids with the two index fing- 
ers and the pressure is gently alter- 
nated with each index finger. The 
ophthalmoscope is used in every 
case. 

The medicine dropper or an oint- 
ment tube should never be held so 
close to the eye that it can be 
brushed by the eyelashes during 
blinking or contamination of solu- 
“ and ointment tube tips will re- 
sult. 


A loosely applied thin eye patch is 
an abomination; a firmly applied 
patch makes the patient feel com- 
fortable. Two or even three patches 
are applied so that pressure is firm. 
The skin is cleaned with ether and 
nitro cellulose (Scotch) tape is 
applied parallel to the side of the 
nose, but never across it. 


CONJUNCTIVITIS 


This disease exhibits intense in- 
jection, crusting of the lids, some lid 
edema, a feeling of sand in the eye, 
and photophobia. When the eye is 
painful, 42% Pontocaine is applied; 
the fornices of each eye are inspect- 
ed for a foreign body. Next, a drop 
of 1% fluorescein is put in the eye, 
followed by a drop of N-saline, or 
boric solution to see if there is a 
corneal abrasion. The eye is exam- 
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ined under a strong light with a 
loupe or a plus 20 lens. 

In the treatment of conjunctivitis, 
drop medication is preferred to oint- 
ments. Penicillin drops or ointments 
should never be used for no manner 
of introduction causes a sensitivity 
reaction as quickly as does the con- 
junctival route. Sodium sulfaceti- 
mide, sodium propionate, phemerol 
choride, Aureomycin, and Terra- 
mycin are used as drops every 2 to 
4 hours. In severe purulent con- 
junctivitis use of penicillins, paren- 
terally, for a short period of time 
is legitimate. 


LIQUID ON THE EYE 


The treatment for hot fluid ac- 
cidentally splashed into the eye 
should be carried out speedily with 
large amounts of water being used. 
The lids must be opened and the pa- 
tient’s head held beneath a gently 
running faucet. The patient should 
be asked to move the eye about. 
Then the eye is anesthetized and the 
water continues to run into it. It 


does not matter if the offending fluid 
be acid or alkaline or if it mixes 
with water. 


FOREIGN BODIES 


The most frequent cause of loss of 
vision in the United States, ranging 
from 20/25 to blindness, is untreated 
or improperly treated foreign bodies 
of the conjunctiva and cornea, most 
frequently the latter. 


If a foreign body of the conjunc- 
tiva is found after an examination, 
one of the anesthetics should be 
used, then the foreign body wiped 
off with a cotton-tipped applicator. 
A mild eye wash, preceded by hot 
water applications in the form of 
compresses is prescribed. Never give 
a tube of penicillin ointment for 
home use. The corneal fornices must 
never be neglected even when a 
corneal foreign body is present, or 
the physician will someday find two 
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foreign bodies, the new one on the 
patient’s second visit! 

If the foreign body is corneal the 
physician should not attempt to wipe 
it out with an applicator. The vision 


must be taken and recorded. ByjBtai 


anesthetizing both eyes with one off 
the suggested agents the spasm 
the lids is reduced. Using a scalpel 
blade, or any sharp edge, the for. 
eign body is lifted out of its litte 
crater, the eye is stained with 
fluorescein, and the physician deter. 
mines how great an area of corned 
epithelium is abraded. Then the de 
pression is touched with 1% 
AgNO:, and sodium sulfacetimide, 
or metaphen ointment, combined 
with Holocaine® and epinephrine 
ointment, is applied in the conjunc. 
tival sac. Two or three patches are 
put over the closed eye firmly witht 
Scotch® tape. The dressing is re 
newed each day whenever a stain-Bhe 
ing area shows. A mild eye wash 
and hot compresses are prescribed; 
for a few days afterwards. If there is 
a corneal abrasion AgNO: shouli 
not be applied. If an abrasion in- 
volves more than 25% of the cor 


neal surface, both eyes are patched IRye. 


In chemical or thermal burns of the 
cornea both eyes are patched and 
pain is controlled by enteral or pa§, 
renteral medication. 


UVEITIS 


If a foreign body has been in the 
eye for several days, it may be sur- 
rounded by a rust ring and irits 
may be present, manifested by 
photophobia, ciliary and conjuncti- 
val injection and pain in the eye. hn 
such a case the same treatmen! 
should be given as described above, 
then a fine dental burr is used t 
remove as much rust as possible 
The rest will slough off with the pro- 
tein coagulated by the AgNO. h 
iritis, either primary or complicat- 
ing injury to the cornea or otherf 
part of the globe, atropinize the eye 
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mediately to avoid adhesions be- 
ween the iris and the anterior lens 
apsule so that the uveal tract is at 
est. The iritis is treated with atro- 
nine ointment, until the cornea 
tains no longer, and then with 1% 
stropine drops, and hot compresses, 
ntil ihe eye is white and quiet. If 
xtensive work is needed to clear 
e foreign body from the cornea, 
pr it is suspected that it has been 
here for some days, the use of one 
f the combination sulfa and atro- 
pine ointments is legitimate. Oral, 
parenteral, or topical cortisone is 


i Mramatic in its effect. 


At this point glaucoma and per- 
oration of the cornea are constant 
jangers. In the presence of a uveitis 
‘Bhe physician has no recourse but to 

e atropine even if tension goes up. 
And if the iris is widely dilated and 
perforation should occur, there can 


in-Bhe no prolapse of the iris—the comp- 


ication most dreaded. If posterior 
synechiae have already formed when 
isMhe patient is seen, a circumlimbal 
subconjunctival injection of 1 cc. of 
:1000 adrenalin may break the ad- 
esions in the previously atropinized 
bye. 
The physician should be comforted 
by this thought: infinitely more eyes 
"Bre lost yearly by the withholding 
of atropine than are lost by the 
precipitation of glaucoma by its use. 
nfinitely more eyes are lost yearly 
by permitting imbedded foreign bod- 
Bes to remain in the cornea than 
pre ever lost by accidental perfora- 
Mion into the anterior chamber by a 
physician using adequate anesthesia 
a properly prepared and atro- 
pinized eye. In the presence of iritis 
br suspected iritis, or of injury or 
uspected injury to the globe, atro- 
bine and cortisone should be used. 


CUTE GLAUCOMA 


This disease is characterized by 
toney hardness of an extremely ten- 
ler eye that exhibits intense ciliary 
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and conjunctival injection. There is 
also an irregularly dilated and fixed 
pupil, a steamy cornea, and an in- 
tense headache. The disease cannot 
be confused with iritis or conjunc- 
tivitis if the physician routinely pal- 
pates the globe as described at the 
beginning of this paper. A history 
of vague eye pain, gradually failing 
vision, colored halos about lights, 
and frequent changing of spectacles 
is often elicited in the immediate 
past. Physostigmine (eserine) sa- 
licylate (1% to 2% solution, 8 cc.) 
and pilocarpine nitrate 2% solu- 
tion, 8cc. should be used alternately 
every hour and specialized help 
sought immediately. 


CONTUSION OF THE EYE 


Contusions of the globe often re- 
sult in the anterior chamber filling 
with blood. So long as the intra- 
ocular tension remains normal and 
absorption continues as it usually 
does, there is nothing to fear. But if 
the tension goes up and is not re- 
lieved in 48 hours, staining of the 
cornea will result. This staining is 
permanent and irreversible — the 
eye is lost as an organ of vision. The 
same principles of atropinization 
hold, but if a rise in tension is su- 
spected, even if it cannot be ascer- 
tained by the use of palpating fin- 
gers, the eye must be opened at 
once and the tract must be kept 
open by daily instrumentation. 

With the patient on his back and 
the lids retracted with a speculum 
or marginal lid sutures the anesthe- 
tized conjunctiva is grasped at 6:00 
o'clock, the eye pulled down and a 
sharp Bard-Parker no. 11 blade, 
edge up, is introduced horizontally 
at 12:00 o’clock just inside the lim- 
bus. The resulting incision will be 
about 5 mm. long. Fluid will come 
out, which is the intent of the opera- 
tion and the tension will drop. If no 
more experienced help is at hand, it 
is up to the general practitioner to 


525 





keep the tension down by reopening 
the tract every day or two, until it 
is certain that tension is not going 
to increase. Penicillin parenterally 
and sulfonamides topically are to 
be used and the eye must be 
patched. Ointments should not be 
used in any penetrating wound of 
the eye. 


LACERATIONS OF THE EYE 


When a perforating wound of the 
globe is suspected, caution and care 
must be observed. Again there is 
pain and spasm of the lids. The pa- 
tient is placed on his back, his 
head in such a position that the 
inner canthus, with the lids closed, 
forms a little pool. In this pool 
should be placed three to four drops 
of atropine, and three to four drops 
of local anesthetic. Ask the patient 
to open his eyes quickly. He will do 
it in almost every case even though 
only for a fraction of a second, and 
that is long enough to permit the 
medicaments to run into the eye 
with the desired results. By doing 
this the physician avoids the tragedy 
of pressing on a lacerated eye in an 
attempt to open it and seeing the 
contents of the eye ooze out between 
the fingers. In all cases of a painful 
eye, a drop or two of anesthetic in 
the normal eye makes examination 
and treatment of the injured eye 
easier. The eye is patched, but no 
ointments are used. Having anesthe- 
tized and atropinized the eye, x- 
rays are taken. No matter if the 
alleged fragment that lacerated the 
eye is at hand, x-rays should be tak- 
en anyway. 


SYMPATHETIC OPHTHALMIA 


The third great danger in the 
treatment of eye injuries is sym- 
pathetic ophthalmia, and here, far 
more eyes are lost by unnecessary 
or premature enucleation than are 
lost from this dread disease. The 
disease may appear anywhere from 
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two weeks to many years after th 
accident, but the physician will stiff 
have time to get the patient special. 
ized help or to obtain consultation, 
by radio. Wounds of the ciliary 
body and foreign bodies of wood anj 
copper are great predisposing far. 
tors. Where the eye is patently de. 
stroyed it should be removed, by 
when in doubt, the physician shoulj 
ask for help. Where there is doub 
or unavoidable delay, a seven day 
regimen of parenteral cortisone j 
indicated. 


RECURRENT UNILATERAL CONJUNCTIVITIS 


This is usually caused by a focu 
of infection either in a meibomia 
gland of the upper or lower lid off, 
a low-grade infection of the naso 
lacrimal apparatus. Less frequently 
a sinusitis on the same side as the 
affected eye is the cause, by reflug, 
contamination of the conjunctivd 
through the naso-lacrimal apparatus 
The treatment is the same as that o! 
ulcerative blepharitis. 


ULCERATIVE BLEPHARITIS 


Ulcerative blepharitis is charac 
terized by thickened red eyelids 
with irregular growth of the lashes 
in long-standing cases, and the pres 
ence of adherent yellow crusts which 
leave a raw bleeding surface when 
they are pulled away. In sever 
cases the parenteral use of the pen 
cillins is indicated and the use 0 
aureomycin by mouth, chloramphe- 
nicol, other antibiotics and the su! 
fonamides is often successful. In 
stubborn cases an autogenous vat 
cine, or a_ staphylococcus _ toxoid, 
may be of critical value. Local treat: 
ment consists of hot water compres 
es, for ten minutes three times daily 
followed by the instillation of 30' 
sodium sulfacetimide into the con 
junctival sac. At night following thd. 
last compresses and drops, 
swabbing with sodium _ sulfaceti 
mide ointment, bacitracin, terramyg* 
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cin or Spectrocin® ointment will aid 
in the resolution of the process. 


SEBORRHEIC BLEPHARITIS 
Seborrheic blepharitis is very 
~ firequently seen in people who have 

seborrhea of the scalp. If one be- 
comes aware of the close association 
between abundant, thick, pre-ma- 
turely gray hair and thickened red 
eyelids, one will be surprised at the 
‘Bnumber of cases of this kind that 
can be helped. Time after time pa- 
tients such as these have been giv- 
ena tube of yellow oxide of mercury 
with vague instructions and the 
SBhope that the disease would dis- 
appear. This treatment is never 
successful. Proper treatment con- 
sists of shampooing the hair with 


nuyBolloidal sulfur preparation known 


‘Bes Collo-Sul® every three, five or 
UEseven days, according to the dense- 
’finess of the seborrhea of the scalp. 
‘BAt the same time hot water com- 
‘Bpersses, followed by methylene blue 
drops should be used thrice daily. 
At night before retiring, an ointment 
consisting of ammoniated mercury, 
precipitated sulfur and_ salicylic 
acid, or Euresol® and boric oint- 
smments should be gently rubbed into 
s{fthe lid margins with a cotton-wound 
applicator. The ocular treatment 
should be continued for two weeks 
while the scalp should be treated 
ifperennially with the Collo-Sol. The 
results in almost all cases are dra- 
matic and persist as long as the 
shampoo of the scalp is used. In 
‘Bmore resistent cases careful appli- 
“@cation of 5% brilliant green solu- 
‘ition to the lid margins is indicated. 
“When the constant irritation by the 
fingers has caused a complicating 
staphylococcic blepharitis, it must be 
treated as mentioned above. The 
co-existence of the two conditions is 
§indeed a stubborn and difficult prob- 
\g em requiring attack on the bacterial 
yq*spect first. 


DACRYOCYSTITIS 


Recurrent dacryocystitis is char- 
acterized by a large, painful abscess 
in the lacrimal sac. Incision and 
drainage may become necessary, but 
the parenteral use of the penicillins 
or the oral use of the sulfonamides, 
aureomycin, or chloramphenicol 
often bring about subsidence of the 
infection. 

Treatment with autogenous or 
standard staphylococcic vaccines, is 
often successful, but if a portion of 
the lacrimal apparatus has been oc- 
cluded, the only cure possibly may 
be extirpation of the lacrimal sac. 


CHRONIC GLAUCOMA 


An insidious and serious condition 
due to increased intra-ocular pres- 
sure. Without a tonometer it is diffi- 
cult to detect early rises in intra- 
ocular pressure, but where the eye 
is hard or the doctor suspects glau- 
coma, various miotics, may be used 
to ease the tension. Failing this, and 
with no relief of pain (if pain exists) 
the patient must be sent to an oph- 
thalmologist. Glaucoma is a major 
ocular disease and early detection is 
essential for its arrest or cure. A 
history of frequent change of glass- 
es, halos about lights, pain in the 
eyes after movies should make one 
suspicious. 


RETINAL HEMORRHAGE 


In the opinion of the author, every 
individual who has diabetes or who 
has had a cerebral vascular acci- 
dent of any cause, should be put on 
60 mg. of Rutin® and 300 mg of as- 
corbic acid, in pill-form every day 
to prevent retinal hemorrhages. 


STY 


There is a localized pyogenic infec- 
tion of the lids, usually due to 
staphylococcus. Treatment consists 
of compresses, sodium sulfactimide 
drops by day and an ointment by 
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night with incision and drainage if 
necessary. Refraction may have to 
be done and underlying seborrheic 
of staphylococcic blepharitis may 
have to be treated. Use of staphy- 
lococcus vaccines or autogenous vac- 
cines may be helpful. With sub- 
standard visual performance a re- 
fraction should be done to remove 
irritation of the eyes and consequent 
rubbing of the lids with infected 
fingers—the proximate cause of most 
stys. 


THE CROSSED EYE 


Almost all cases of strabismus or 


Vomiting of Pregnancy 


A number of drugs were com- 
pared as to efficiency. All of the 
drugs tested provided complete re- 
lief in over half of the cases. Prantal 
methylsulfate, .an anticholinergic 
drug, showed the highest percent- 
age of cures, and was effective in 
those cases not responding to other 
drugs. ~ 


None of the 206 patients with nau- 
sea and vomiting of early pregnancy 
had responded satisfactorily to mild 
sedation, suggestion, and frequent 
small feedings of a dry diet. These 
patients were divided into 5 treat- 
ment categories. 


The 5th group included 24 pa- 
tients who had failed on all previous 
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squint are associated with errors oj 
refraction, neuromuscular _ imbgl.- 
ance between the eyes, or intrao. 
ular pathology. All cases of strab. 
ismus or deviation of ocular gaze ip 
any direction, whether transient or 
constant, should be referred to 
specialist after the child’s first birth. 
day. Early treatment with glasses, 
surgery, and orthoptics (eye exer. 
cises) results in the greatest likeli. 
hood of the development of singk 
binocular vision. Waiting for strab- 
ismus to be “outgrown” almost in. 
evitably results in poor vision in the 
deviating eye. 


regimens, and 52 new patients. Pran- 
tal methylsulfate was administered 
to this group in doses varying from 
25 mg. to 100 mg., 4 times daily. 
In 94% of the cases relief was im- 
mediate, or within 24 hours, but 
this remission could not be main- 
tained if the dose was too small. The 
most satisfactory schedule was 1! 
mg. twice daily on the 1st and 2nd 
day, then 50 mg. 2 to 4 times dail) 
for the balance of the first week 
Thereafter, 50 mg. was administered 
upon arising. 58 patients obtained 
complete relief, while treatment 
failed in 8. 10 patients discontinued 
therapy too early for proper evalua 
tion of their response to the drug. 


—— 


Eduard Eichner, Obs. & Gynec., Nov., 1955. 
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ORIGINAL ARTICLES 


Intervertebral-Disc Lesions—A New Etiological 
Concept 


If the writer's hypothesis is sustained, 
a new field will be opened for the prophylactic 
and therapeutic use of vitamin C 


W. J. McCORMICK, M.D., Toronto, Canada 


Our knowledge of the pathology 
of the intervertebral discs is a mo- 
dern development,—mostly within 
the last quarter century. It is more 
than likely that lesions of these 
structures were equally if not more 
prevalent in earlier times, but were 
not generally recognized until x-ray 
technique became a major factor in 
physical diagnosis. Another reason 
for non-recognition of these lesions 
may have been the fact that the 
vertebral column is so firmly bound 
together with ligaments and fasciae 
that it has not been customary to 
make minute examination of these 
structures in routine anatomical dis- 
sections or post-mortem investiga- 
tions. The extensive post-mortem 
studies of Schmorl (1927-1932) gave 


initial impetus to the subject, follow- 
ing which there has been a constant- 
ly expanding bibliography. 

The  intervertebral-disc lesions 
most commonly met with consist of 
mass or partial displacement (“slip- 
ping discs”) or rupture of the an- 
nulus fibrosus with herniation of 
the semifluid nucleus pulposus, of- 
ten resulting in disabling neuro- 
logical lesions from impingement on 
spinal nerve structures. These le- 
sions of the discs have usually been 
related etiologically to traumatism, 
although a definite history of such 
is obtainable in only a minority of 
cases. The possibility of precondi- 
tioning etiological factors, in the 
form of degenerative changes, has 
been intimated by most writers, but 
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the exact nature or cause of such 
changes has not been clarified. 


In the earlier etiological concepts 
the role of congenital defects was 
emphasized. Later functional strain, 
or traumatism superimposed upon 
such faulty tissue, was given promi- 
nence. According to Beadle,' “It is 
submitted as the most probable 
theory that certain faults in the tex- 
ture of the cartilage matrix occur 
. . . and give rise to the rupture of 
the cartilage by minute traumatic 
influences that would have no effect 
upon perfectly normal tissue.” As 
degenerative changes advance in the 
disc structure the elasticity of the 
annulus fibrosus and fluid content 
of the nucleus pulposus lessens, and 
this loss of function is sometimes 
hastened by deposition of calcium 
and the efficacy of the confining 
fibro-elastic network is lost. When 
the stage of rupture and herniation 
is reached the resultant lacerations 
are often accompanied by extensive 
hemorrhages, which further compli- 
cate the picture. That these lesions 
are not due to senile degenerative 
changes is shown by the age inci- 
dence, which, beginning in the sec- 
ond decade reaches its peak in the 
fourth decade, after which it grad- 
ually declines. Key? has reported 
intervertebral-disc lesions in young 
children and adolescents. 


From a carefully correlated study 
of the nutritional background of 
subjects of intervertebral-disc le- 
sions, and from the records of ana- 
logous post-mortem findings re- 
garding the condition of cartilagin- 
ous structures in scurvy, as cited by 
Lind? in his classical treatise on this 
subject (1753), the writer is con- 
vinced that deficiency of vitamin C 
plays an important etiological role 
in these lesions. 





1. Beadle, Ormand A., Medical Research Council, 
1931. 


Special report series ‘#161, 


2. Key, J.A., Intervertebral-Disc Lesions in Children 
and Adolescents, J. Bone and Joint Surg., 32A, 
97-102, Jan., 1950. 
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The most definitely established 
physiological function of vitamin C 


























is that of assisting in the formation I 
of collagen for the maintenance of § '? 
stability and elasticity of connective § °™ 
tissues generally; and this would in. § ™ 
clude the bones, cartilages, muscles § ™ 
and vascular tissues,—in fact all tis- § 5“ 
sues of mesenchymal origin. In de- § 
ficiency of the vitamin, instability § cal 
and fragility of all such tissues is § he 
believed to be caused by the break. § th 
down of “the intercellular cement § bo 
substance” (collagen), resulting in § we 
easy rupture of any and all of these § th 
connective tissues, which would in- § ea 
clude the intervertebral discs. 50 

Today the hemorrhagic tendency § w 
is regarded as a cardinal symptom § » 
of deficiency of vitamin C, or sub- § ,, 
clinical scurvy; but Lind* makes a § 4, 
more subtle observation. After re § 
porting that in scurvy the muscles, a 
in post-mortem examination, are tt 
found to be so “lax and tender that : 
they readily fall apart” he records § * 
a similar laxity of the intestinal u 
musculature, and continues: “Why fi 
the scurvy should so frequently, and § ° 
in so singular a manner, affect the § 
cartilages of the ribs, so as some- § 4 
times to separate them altogether § ¢ 
from their connection with the § s 
breast bone, and why it seats itself J ¢ 
so commonly in the joint of the § s 
knee, I own I am at a loss to ac- & ¢ 
count for.” f 





“CRACKING OF BONES" 

In this connection, Lind® cites the 
pathological findings of Willis, the 
great English anatomist, of circle of 
Willis fame, who, in his “Tractus de 
Scorbuto” (1667), relates a symp- 
tom which he had observed several 
times, viz: “a crackling of the bones 
upon moving the joints. Even upon 
turning in bed, by rubbing of the 
vertebrae on each other, a consid- 
erable noise was perceived, like to 
the rough handling of a skeleton,” 
which, he remarks, is an almost sure 
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$. Lind, James, Treatise on the Scurvy, Edinborough, 
1753. 
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sign of incurability. 


Lind’ also cites similar findings 
reported by the great French surg- 
eon, Poupart,* whose name is linked 
with Poupart’s ligament, and who, 
in his many post-mortem studies on 
scurvy victims in Paris (1699), is 
quoted as follows: “In some (clini- 
cal scurvy cases), when moved, we 
heard a small grating (crepitus) of 
the bones. Upon opening these 
bodies (post-mortem) the epiphyses 
were found entirely separated from 
the bones, which by rubbing against 
each other occasioned this noise. In 
some we perceived a small low noise 
when they breathed. In those (post- 
mortem) the cartilages of the ster- 
num were found separated from 
the bony part of the ribs. All those in 
whose breast (chest) any matter or 
serosity was found, had their ribs 
thus separated from the cartilages, 
and the bony part of the ribs next 
the sternum was carious for four 
fingers breadth . . . The ligaments 
of the joints (throughout the body) 
were corroded and loose. Instead of 
finding in the cavities of the joints 
the usual sweet oily mucilage (the 
synovial fluid) there was only a 
greenish liquor. All the young per- 
sons under eighteen had in some 
degree their epiphyses separated 
from the body of the bones.” 


If such gross cartilaginous lesions 
were found in times past in frank 
cases of scurvy, it is only logical to 
conclude that lesions of lesser de- 
gree, such as we now find in the 
intervertebral discs, the semilunar 
cartilages of the knee, the sacroiliac 
synchondrosis, etc., may be etiologi- 
cally related to deficiency of vita- 
min C in the many unrecognized 
sub-clinical cases of scurvy. These 


4.Poupart, Francois, Etranges effets du Scorbut 
arrives a Paris par M. Poupart. Memoires de 
YAcademie des Sciences, p. 237, 1699. 


modern lesions of cartilaginous 
structures differ from those of frank 
scurvy only in degree. In all such 
lesions, whether involving disloca- 
tion of the discs or cartilages, or 
rupture and herniated extrusion of 
their collagenous contents, there is 
obvious evidence of loss of stability 
of the connective tissues involved, 
which can be accounted for physio- 
logically by nutritional deficiency of 
vitamin C. 

It would seem almost unbelievable 
that in this day and age, when fresh 
fruits and vegetables are so plenti- 
ful, any of our population should be 
found deficient in vitamin C; but, 
during the last 15 years in the writ- 
er’s practice as a nutritionist, more 
than 5,000 qualitative chemical tests 
for vitamin-C status in clinical cases 
have been made, and less than 10% 
of adult subjects have been found 
to be at optimal level in this respect. 
It is true our infants and young chil- 
dren are better provided for in this 
respect than at any time in the past, 
since it is now routine practice to 
include citrus and other fresh fruit 
juices in their diet from early in- 
fancy until they leave the nursery. 
Then there follows a marked nu- 
tritional deterioration due to the in- 
roads of candy, soft drinks, etc., and 
later, in teen age and early-adult 
life, tea, coffee, tobacco and alcohol 
further distort the normal nutrition- 
al pattern. 


VITAMIN C IS A CHEMICAL REDUCING 
AGENT 


Vitamin C (ascorbic acid), aside 
from its action as a vitamin, is a po- 
tent chemical-reducing agent, being 
thus capable of neutralizing both in- 
organic and organic toxines, such as 
lead poisoning in painters, rattle- 
snake bite and scorpion sting. For 
this same reason, ascorbic acid has 
powerful chemotherapeutic effect in 
infectious diseases, as stressed by 
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the author® in previous papers. But 
this chemical action is reciprocal, in 
that the vitamin suffers a propor- 
tionate loss, making less available 
for physiological needs. As evidence 
of this reverse effect the writer has 
found, in clinical and laboratory re- 
search, that the smoking of one cig- 
arette neutralizes in the body ap- 
proximately 25 mg. of ascorbic 
acid, or the equivalent of the vita- 
min-C content of one average-size 
orange. On this basis, the ability of 
the heavy smoker to maintain nor- 
mal vitamin-C status from dietary 
sources is obviously questionable, 
and this alone may account for the 
prevalence of vitamin-C deficiency 
in our modern adult population. In- 


5. McCormick, W.J., Vitamin C in the Prophylaxis 
and Therapy of Infectious Diseases, Archives of 
Pediatrics, 68; 1-9, Jan., 1951, also Ascorbic Acid 
as a Chemo-therapeutic Agent, Archives of Pedi- 
atrics, 69; 151-155, April, 1951. 


cidentally, the writer has found that 
all his intervertebral-disc patients 
have been heavy smokers and de. 
finitely C-hypovitaminotic by chemni- 
cal test. 


SUMMARY 


If the writer’s hypothesis, as here- 
in set forth, is sustained a new field 
is opened for the prophylactic and 
therapeutic use of vitamin C. Even 
as a means of testing the validity of 
this hypothesis supplemental thera- 
peutic trial of the vitamin, in liberal 
dosage, should be made as part of 
the non-surgical management of all 
suitable cases of intervertebral-dis: 
and other cartilaginous lesions. It is 
conceivable that such means might 
result in fixation of a slipping disc 
or cartilage and prevent rupture 
and herniation of same. “An ounce 
of prevention is worth a pound of 
cure.” 
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Alcohol Breath Tests and 
Breath Deodorization by 
Chlorophyll Derivatives 


The ingestion of 100 mg. of chloro- 
phyllin is without effect on the con- 
centration of alcohol occurring in 
the blood and the breath after the 
consumption of whiskey. 

The chewing of chlorophyllin- 
containing gum is without effect on 
the alcohol content of the breath 
following the consumption of beer. 

Chlorophyllin does not interfere 
with the alcohol breath test. 
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The breath odor after drinking 
alcoholic beverages is due primar- 
ily to the presence of highly aroma- 
tic substances characteristic of each 
beverage. The reported deodoriza- 
tion of beer breath with chlorophyl- 
lin suggests that this substance neu- 
tralizes some of the characteristic 
aromatic substances present. 





L.A. Greenberg, Ph.D., et al. Quar. Jl of Studies on 
Alcohol, 15:16, 1954. 
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Brewers’ Yeast for Functional Uterine Bleeding 


Large doses of brewers’ yeast have 
been used with success in the treatment of 
uterine bleeding of functional origin 


A. P. HUDGINS, M.D., 


“The ‘Three Furies’, hyperme- 
norrhea, menorrhagia and metror- 
thagia stalk womanhood from pu- 
berty to menopause; striking most 
frequently late in adolescence or 
early in climacteric. Functional ute- 
rine bleeding is the commonest en- 
docrine disorder and its therapy by 
conservative means has been so in- 
consistent that surgery or radiation 
therapy has gained formidable 
though unwarranted foothold in 
treatment.” (Greenblat) 

The writer has had favorable re- 
sults with the use of large doses of 
brewers’ yeast (30 tablets daily) in 
36 of the 40 patients treated for in- 
creased uterine bleeding of function- 
al origin. The B complex aids in the 
metabolism of the estrogens in the 
liver. However, these B factors have 
not yet been so established as to 


Charleston, West Virginia 


demand first preference in therapy. 
An analysis of the brewers’ yeast for 
vitamin and other components is 
shown in table I. For the full effect 
of yeast therapy, the large doses and 
the basic accepted principles for the 
correction of dietary and vitamin 
deficiencies must be observed. These 
principles are: 

1. High protein, adequate calories, 
vitamin, mineral rich diet. (Diet 
included one quart of milk 
daily.) 

. Multiple, full vitamin and min- 

eral supplement in therapeutic 
doses. (Two to 10 times usual 
recommended daily allowance 
to assure effect and utilization 
of high dosage of special vita- 
min B complex. 

3. Hematinic agents prescribed as 
indicated. 
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TABLE I 
Brewers’ yeast (USP) is reported to contain: 


Per 0.5 Gm. (7% gr.) tablets. 
le cin han di arkeleelell 0.06 mg. 
TY cies aniiuin ans pee eee el 0.02 mg. 
es Keb ERK ba eee ae ns 046" 0.125 mg. 


Other B complex 
Protein 
Carbohydrates 
Mineral (Ash) 

F 


4. Prolonged therapy — which is 
required for real dietary correc- 
tion. 

The importance of the large doses 
of brewers’ yeast (10 tablets t.i.d. 
a.c.) increasing 5 tablets daily un- 
til bleeding stops) must be empha- 
sized. In this series of 40 patients, 
this was done while the work-up 
(biopsies, endocrine determination) 
was being continued. In many cases 
the bleeding stopped within two 
days and was controlled by continu- 
ing the therapy. Of these patients 
who had failed to respond to 50 to 
100 mg. daily of stilbestrol, there 
were 3 cases, to thyroid 9, to estro- 
gen - progesterone - testetrone 2 cas- 
es. 

The objections to brewers’ yeast 
are the large doses and intestinal 
flatus. However, in a group of 91, 
all but two followed the therapy 
and practically no complaints. 


VITAMIN B FACTORS 


Brewers’ yeast is considered a 
good but bulky source of certain of 
the vitamin B factors. Many of these 
patients had been taking larger dos- 
es of these vitamins in vitamin pre- 
parations without relief. 

The effectiveness of the yeast 
therapy may be explained by: 

1. The increased additional known 
B factors not probable because 
larger doses of the synthetic pre- 
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Thirty tablets, 
8 mg. 
0.6 mg. 
3.75 mg. 


48% 
37% 
8% 


parations had been taken without 
results. 

2. Increased effectiveness of the na- 
tural B vitamin factors. 

3. Other ingredients of the yeast. 
(a) Yet unknown B factors. 
(b) Protein, and/or mineral con- 

tent. 


NO AGE LIMITS 


Yeast therapy is nutritional and 
as such may be considered correc- 
tive. There are no age limitations. 
One would hesitate to continue es- 
trone-progesterone or large doses of 
stilbestrol over a long period of time 
in the menopause or near meno- 
pause group. Certainly radiation or 
surgery is always a last resort with 
the young group or when child- 
bearing is still a factor. 

Of the 40 cases treated by this 
method for functional bleeding, 36 
were corrected in from one to 45 
days. The 45-day cases were the 
cycle problems in which we had to 
wait for the second menstrual per- 
iod. They were not those with con- 
stant bleeding. 

The vitamin B factor has long 
been known to decrease the unwant- 
ed effects of thyroid therapy, or to 
activate the thyroid function. By this 
action, the endocrine cycle is stim- 
ulated. 

The writer routinely utilizes thy- 
roid in functional uterine bleeding, 
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unless contraindicated. In order to 
test the effectiveness of brewers’ 
yeast alone, thyroid was not pre- 
scribed, except as noted, in this 
series. 

Nine cases had received thyroid 
previously without improvement but 
were corrected within a few days 
with yeast. 

Five had thyroid prescribed for 
an associated condition which was 
considered urgent (chiefly sterility) . 

One patient could correct her 
cycle from 21 to 28 days with thy- 
roid but could continue with the 
adequate dose of thyroid only with 
the brewers’ yeast. 

Two cases (not included in the 
tabulation) had profuse bleeding 
which had lasted 10 days after with- 
drawal of prolonged stilbestrol ther- 
apy. Both cases were corrected in 
24 hours after taking yeast. 

The term functional bleeding ap- 
plies when no causative factor is 
found on a complete clinical an- 
nestication. It is the concensus that 
this bleeding is usually due to an 
ovarian dysfunction, frequently 
from ovulatory failure and absence 
of active corpus luteum. This means 
that bleeding occurs from a prolifer- 
ative endometrium denoting estro- 
gen activity only. Endometrial hy- 
perplasia is the most commonly 
found of the various types of en- 
dometria in functional bleeding. The 
purpose of endocrine therapy is to 
raise the estrogen level above the 


bleeding threshold, and to produce 
a maturing of the endometrium. 


ABNORMAL BLEEDING 


Sutherland, after studying 1000 
cases of abnormal bleeding showing 
no gross pelvic pathology, found or- 
ganic endometrial lesions in 139. 
These 139 revealed chronic endome- 
tris 110, uterine polyp 11, tubercu- 
losis 10, and malignant disease 8. 
His 861 remaining cases showed no 
histologic evidence of organic di- 
sease—86% functional bleeding. 

Kantor and Klawans have found 
75% of all organically produced 
post-menopausal bleeding due to 
malignancy. This is a repetition of 
the warning for biopsies especially 
in the older groups, repeating the 
specimen is necessary. 


CONCLUSION 


Brewers’ yeast has proved effec- 
tive in correcting functional uterine 
bleeding in 36 of 40 cases. 

Brewers’ yeast is safe, economi- 
cal, available, has no contraindica- 
tions, is essentially “basic,” in that 
it is nutritional and corrective. 

Brewers’ yeast should be used 
more widely in the treatment of 
menstrual complaints observing the 
necessary dosage, and the basic ac- 
cepted principles of nutrition. 

The effectiveness of thyroid ther- 
apy in functional uterine bleeding 
is accepted but was omitted, except 
as noted, in this series for statistical 
reasons. 


e 


Interscapular Pain 


Common causes of pain in the in- 
terscapular region are: (1) herniat- 
ed cervical disc; (2) cervical rib and 
scalenus—anticus syndrome; (3) in- 


tercostal neuralgia; (4) local di- 
sease; (5) atypical coronary disease; 
and (6) visceral referred pain. 


B.D. Judovich, et al, Current Med. Digest, Mar., 
1954. 
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Clinical Pathologic Conferences 
at Cook County Hospital 


Volume [—Cardiovascular-Renal Problems 


By HANS POPPER, M.D., Ph. D., Director, Department of Path- 
ology, Cook County Hospital, Scientific Director of The Hektoen Institute 
for Medical Research, Associate Professor of Pathology, Northwestern 
University, and DANIEL S. KUSHNER, M.D., Associate Director of 
Medical Education, Cook County Hospital, Clinical Assistant in Medicine 
and Fellow in Pathology, Northwestern University Medical School. 


From the great Cook County Hospital in Chicago comes the first volume 
of a series of selected clinical pathologic conference reports. These broad, 
clinical problems of cardiovascular-renal disease, encountered on the 
hospital wards, are often represented by an unusual manifestation for 
which the pathologic solution is either unusual or, if typical, presents 
uncommon aspects. The solution of each rests on the recognition of a facet 
of the disease which is somewhat out of the ordinary. These twenty-six re- 
ports are examples of problems faced by physicians in the day-to-day prac- 
tice of medicine—never the rare, the strange, the unusual. Their 

solution can be assured by the use of sound, medical logic. $5.00 
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Recent Advances in Treatment of Sinus Disease 


An often overlooked allergy factor 
plays an important role in most cases of 
recurrent and chronic sinusitis 


O. E. VAN ALYEA, M.D., Associated Professor of Otolaryngology, 
University of Illinois Medical School 


Chronic sinusitis is not now the 
hopeless condition it was formerly 
thought to be. During the past few 
years research and clear thinking 
have dispelled much of the confu- 
sion formerly associated with the 
sinuses, and most of the mutilating 
operations have been replaced by 
less radical but more effective pro- 
cedures. 

In the early stages of sinusitis, the 
ostium is usually blocked by acute 
congestion and the pus remains in 
the cavity causing pain and toxic 
symptoms. As local immunity be- 
comes established, the swelling sub- 
sides, the opening becomes patent 
and the exudate pours into the nose. 
In unhampered cases, the infection 
gradually diminishes and will heal 
spontaneously in a week or two, 
but in many cases carriers are pre- 


sent which prevent free drainage 
and the infection lingers on. Should 
nothing be done to provide adequate 
drainage a state of chronic infec- 
tion develops. 


ACUTE SINUSITIS 


In the early stages, little treat- 
ment is indicated. Patients are put 
to bed when possible in a warm, 
well-moistened room and_ efforts 
are confined to the relief of symp- 
toms and prevention of complica- 
tions. Pain is relieved by sedatives 
and heat, moist or dry, over the af- 
fected area, and if the nasal block- 
age is severe it is lessened by the in- 
stillation of a normal saline solu- 
tion containing 1% ephedrine. 
These drops are best applied with 
the patient’s head low over the edge 
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Through its probable action on the labyrinth, 
dependable control of vertigo and nausea has made 
Dramamine the most widely-prescribed product in its field. 


Vertigo: The Labyrinthine 
Structure and Dramamine” 


D ramamine’s remarkable ther- 
apeutic efficiency is believed to be 
the result of suppression of the 
over-stimulated labyrinth. Thus it 
prevents the resulting symptom 
complex of vertigo, nausea and, 
finally, vomiting. 

First known for its value in mo- 
tion sickness, Dramamine is now 
widely prescribed for the nausea 
and vomiting of pregnancy, elec- 
troshock therapy, certain drugs 
and narcotization. It relieves the 
vertigo of Méniére’s syndrome, 
fenestration procedures, labyrin- 
thitis, hypertensive disease and 
also that accompanying radiation 


and certain antibiotic medication. 

A most impressive number of 
clinical studies shows that Drama- 
mine has a high therapeutic index 
and minimal side actions. Drowsi- 
ness is possible in some patients 
but in many instances this side 
action is not undesirable. 

Dramamine (brand of dimen- 
hydrinate) is available in tablets 
of 50 mg. each; liquid containing 
12.5 mg. per 4 cc. Dramamine 
is accepted by the Council on 
Pharmacy and Chemistry of the 
American Medical Association. 
G. D. Searle & Co., Research in 
the Service of Medicine. 
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of the bed or treatment table. Syn- 
thetic preparations such as Neo- 
Synephrine Hydrochloride (0.25%) 
or Rhinalgan are satisfactory. These 
drops afford temporary relief but 
contribute little toward the cure of 
sinusitis. They should be used spar- 
ingly for it is questionable if any- 
thing should be done to combat tis- 
sue swelling which is as physiologi- 
cal a response to the disease as are 
an elevation of the body temperature 
and an increase in the leucocytes. 


With the subsidence of the acute 
nasal congestion, sinus irrigation is 
employed, and this may be repeated 
every three or four days until a 
cure is effected. Should the infec- 
tion persist, measures to improve 
the drainage space, such as infrac- 
tion of the middle turbinate and re- 
moval of blocking polyps, may be in- 
dicated. Attention should also be 
directed to the other sinuses and 
the teeth, for many cases of long- 
standing sinusitis have been traced 


to overlooked infection of dental ori- 
gin. 


ANTI-MICROBIALS 


Parenteral penicillin and other 
antibiotics on occasion are effec- 
tive aids in the management of 
acute sinusitis, particularly in the 
more severe types, but they should 
not be expected entirely to clear 
up cases of sinusitis when used as 
the sole measure of therapy. Drain- 
age is the factor most needed to 
terminate the infection. The anti- 
biotics tend to keep the infection 
localized and under control, but it 
is far better practice to withhold 
their use in the ordinary case un- 
til such time as the other available 
measures fail to prove effective. This 
not only is because of the question- 
able aid to be gained by the anti- 
biotics, but because of toxic and 
masking effects likely to be produced 
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along with the likelihood of develop- 
ment of resistant strains of bacteria, 
it is preferable to hold in reserve 
these valuable agents against the 
development of complications. 


Penicillin and other antimicrobial 
preparations instilled into the sinus 
after lavage are of no value, for the 
microorganisms responsible for the 
disease are located at various depths 
in the sinus mucosa and thus can 
be reached only by blood-borne 
remedies. 


CHRONIC SINUSITIS 


For chronic sinusitis simple mea- 
sures if properly carried out suffice 
in a majority of cases. Since the per- 
sistence of the disease is in most in- 
stances due to blocking of drainage 
passageways, efforts are concentrat- 
ed on improving drainage. In most 
cases of a few months or even years 
duration the ostium itself is not at 
fault but rather the trouble lies in 
the relations of the tissues adjacent 
to the ostium. 


Considerable improvement in 
many cases follows minor proced- 
ures which unblock the middle mea- 
tus. In some instances a septal re- 
section is required so as to permit 
adequate infraction of the turbinate 
and in others turbinal cells must be 
obliterated. In some cases, removal 
of a polyp corrects the blockage of 
the drainage area. 


Allergy plays an important role in 
most cases of recurrent or chronic 
sinusitis, both in the beginning and 
in the maintenance of the attack, 
and many of the stubborn cases of 
sinusitis are those in which the al- 
lergy factor has been overlooked or 
neglected. Attention must also be 
directed to other possible systemic 
disorders and allied inflammatory 
conditions in other sinuses as pos- 
sible factors contributing to the per- 
sistence of the infection. 
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At the outset, diagnostic lavage is 
done in those cases in which sinusi- 
tis is revealed or suspected on x- 
ray or other evidence. Irrigation is 
repeated at weekly intervals, once 
the diagnosis is made. This proce- 
dure serves the dual function of 
ridding the cavity of toxic secretions 
and throwing light on the progress 
of the disease. Further information 
is gained by ocasional roentgenologic 
studies with the sinus filled with 
iodized oil. Frontal and lateral views 
are taken and in these, changes in 
the thickness of the sinus mucosa 
may be determined. It has been not- 
ed repeatedly that as the mucosal 


edema recedes, there is a general 
improvement in the symptoms. 

If relief is not obtained an ad- 
junct drainage opening known as a 
window, is required. This may be 
placed in the anterior wall of the 
sphenoid sinus or in the medial wall 
of the antrum at its lowest point. In 
the treatment of chronic maxillary 
sinusitis the window operation, pro- 
perly carried out, is a highly suc- 
cessful procedure. The effects are 
immediate and lasting and with its 
widespread adoption of the past few 
years the window operation has 
practically eliminated the need for 
the radical Caldwell-Luc procedure. 
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Colloidal Oatmeal in Dermato- 
logic Treatment of the Aged 


The protective mechanisms of the 
skin—sebaceous and sweat secre- 
tion, inflammation and weeping—are 
less active in the aged. The degreas- 
ing action of soap is poorly tolerated 
by them. Excessive use of soap re- 
moves the protective lipid layer and 
temporarily prevents the re-estab- 
lishment of the normal pH of the 
skin. The skin is normally slightly 
acid, with a pH between 4.2 and 5.5. 
This acid mantle is protective against 
organisms and is important in main- 
taining the integrity of the armor- 
like keratin layer. Inflamed skin is 
alkaline. Soap which has a pH of 
9.5 to 10.5 removes the acid mantle. 
Restoration of the acidity is largely 
brought about by the activity of the 
sweat glands. In the aged, this activ- 
ity is decreased and this restoration 
is consequently retarded. 

In this investigation, determina- 
tions were made of the pH viscocity, 
and buffer effect of colloidal oatmeal 
(“Aveeno”) on normal and patho- 
logic skins. It was found that the 


oatmeal produced an immediate and 
sustained pH comparable to that of 
normal skin, even after the skin was 
alkali-treated. When the oatmeal 
was used as a bath and as a skin 
cleanser, the inflamed skin was not 
further irritated and the inflamma- 
tion of overtreatment subsided. 
Furthermore, the buffering proper- 
ties of this colloidal oatmeal prepara- 
tion helped to restore the normal 
pH of the skin, aided the healing 
process and early reversal of the 
pathology. 

A series of 139 patients with com- 
mon geriatic dermatoses were treat- 
ed with the new preparation. Ap- 
proximately 72 per cent obtained 
complete or marked relief, 23 per 
cent partial relief and only 4.3 per 
cent received no benefit. Many pa- 
tients complaining of pruritus were 
relieved. No skin sensitizing or irri- 
tating effects were observed. The 
skin was cleansed without being de- 
greased. 


M. L. Grais, Arch. Derm. & Syphl., 58: 402, 1953. 
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AN EFFECTIVE 
TRAN QUILIZER-ANTIHYPERTENSIVE, 
ESPECIALLY IN MILD, LABILE 


ESSENTIAL HYPERTENSION.... 


Virtually every patient 
with essential hypertension can 
benefit from the tranquilizing, 
bradycrotic and mild antihypertensive 
effects of Serpasil therapy. 


, 

Mg. per mg., Serpasil has a therapeutic 
effectiveness ratio of approximately 
1000 to 1 compared with the whole root. 
a 
Tablets, 0.25 mg. (scored) 
and 0.1 mg. 





CURRENT LITERATURE 


Hernias and Hydroceles in Infants and Children 


Hernias and hydroceles are found 
in male infants and children in a ratio 
to females of from 5:1 to 10:1 


J. L. KEELEY, M.D., Chicago, Illinois 


Hernias and hydroceles can be 
considered together because of their 
common etiologic background. Both 
arise as abnormalities in the oblit- 
eration of the processus vaginalis 
and hernial sacs are found in a sur- 
prisingly high percentage of patients 
with hydroceles if a search is made 
for them. To perform an operation 
for one and overlook the other has 
occurred many times. 

Hernias and hydroceles are found 
in male infants and children in a 
ratio to females of from 5 to 1 to 10 
to 1. Hydroceles in the female are 
of the canal of Nuck; occasionally 
they are confused with incarcerated 
herniae. 

Obliteration of the processus va- 
ginalis is normally expected but the 
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process on the right side closes later 
than on the left. If the process is 
not obliterated completely, and per- 
mits a collection of fluid in the mid- 
portion, a hydrocele of the cord re- 
sults, which can be mistaken for a 
small or incomplete hernia because 
pressure will cause the mass to dis- 
appear. 

Frequently, we are forced to con- 
clude that a hernia is present on the 
basis of the history alone as given by 
an intelligent mother. In 50% of the 
cases, the mother has been able to 
reduce the mass, or it will subside 
spontaneously when the child is put 
on its back. If the mass does not 
disappear promptly when pressure 
is applied, and the mother states it 
is not present after a night’s rest 
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and does not return promptly on 
arising, a communicating hydrocele 
may be strongly suspected. 

It is not always possible to exam- 
ine these patients when the hernia 
is out. The detection of impulse at 
the hernial site is not commonly 
useful in infants and children. If a 
definite thrust can be noted, as the 
baby cries, it may be a reliable find- 
ing. The definite sensation of reduc- 
ing something has been more help- 
ful; further observation and repeat- 
ed examinations may be indicated. 
Exploration should not be made. 

In a young patient, an incarcerated 
herna should be released, if possible, 
by elevation of the lower extremi- 
ties, using gravity to reduce the con- 
tents of the sac, appropriate seda- 
tion. The time thus gained will per- 
mit complete subsidence of edema 


in the friable sac and make less dif. 
ficult its separation from the sur- 
rounding structures prior to high 
ligation. The earlier the repair is 
done, the less chance there is of 
incarceration. Recurrences after op- 
eration at this early age are ex. 
tremely rare. 

The combination of hernia and 
hydrocele is not unusual and it is 
on this basis that the operation for 
either, or both, is done through an 
incision which is placed in a skin fold 
over the region of the external ring. 
A hydrocele sac can be delivered 
through this incision by separating 
the overlying layers above and ex- ) 
erting pressure on the scrotal con- 
tents from below. This incision also 
permits search for a possible hernia 
among the structures of the cord. 


Illinois Med. Jl., 105: 1, 1954. 
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for pernicious anemia 
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a new and potent oral hematinic 
one capsule daily meets the needs of the average patient 
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Factor Concentrate 

Vitamin B;: 
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Formula contains 
all known essential 
hemopoietic factors: 
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Vaginal Discharge 


CURRENT LITERATURE 


The most frequent causes of 
vaginal discharge are trichomonas 
vaginalis and moniliases 


J. B. TRAYLOR, M_.D., 


In cancer of the cervix, fundus, 
vulva and vagina, the discharge may 
be serous, purulent, sanguineous, 
or any combination thereof. Inspec- 
tion may disclose an ulceration. A 
darkfield examination is imperative, 
and if the results are negative, a 
biopsy is indicated. 

From any suspicious area on the 
cervix a specimen should always be 
taken. This may be an office proce- 
dure. If the discharge comes from 
the cervical canal, diagnostic dila- 
tion and curettage should be carried 
out in the hospital. 

A chancre may occur on any part 
of the genitals and may be confused 
with cancer or any of the other ul- 
cerative venereal diseases. 

Tuberculosis may appear as an ul- 
ceration on any part of the genitals 
and tends to form sinuses. The dis- 
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charge may be watery or bloody at 
first and later caseous. In 90% of 
the cases of this type the lesions are 
secondary to tuberculous salpingi- 
tis. Diagnosis is made by finding 
acid-fast bacilli or giant cells on his- 
topathologic examination. 

The most frequent cause of vagin- 
al discharge is trichomonas vaginal- 
is. When suspected, the speculum is 
inserted with no lubricant, and a 
small amount of the discharge is 
gathered on an applicator and placed 
in 1 cc. of normal saline. Examina- 
tion of a drop of this suspension un- 
der the microscope will disclose the 
flagellated organisms moving in their 
typical rotary fashion; these are 1% 
times as large as a leukocyte. 

The patient instructed to take two 
hot douches daily, using 4% cup vine- 
gar to 2 qts. hot water, taken lying 
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down with the bag no higher than 
the knees. Following each douche 
one applicator full of AVC Cream 
is to be inserted. After one week 
the cream is applied only following 
the night douche. This therapy is 
continued for two weeks. At the be- 
ginning of treatment the patient is 
given 100 tablets of mandelamine to 
be divided equally with her hus- 
band. Both take 3 tablets t.id. until 
the tablets are gone. They aid in 
eradicating the infection from the 
urethra and its accessory glands. 
The douches and cream are resumed 
at the beginning of the first menses 
and continued for at least 3 days 
after the period is over. The same 
treatment is continued through 2 
more periods, as this is the most 
likely time for the infection to re- 
cur. 


MONILIASIS 


The next most frequent cause of 
vaginal discharge is moniliasis. The 
discharge is white, caseous; the pa- 


tient complains of severe pruritus, 
and excoriations of the tissues are 
frequently seen. This disease is com- 
mon in association with diabetes and 
pregnancy. 


A similar preparation to that used 
for the diagnosis of trichomonas is 
made: mycelial threads verify; if 
none found, the saline suspension 
may be cultured at room temp. for 
3 days and reexamined. Treatment 
is propion gel b.id. for one week 
and then once daily thereafter for 
2 weeks. Relief is almost immediate. 


At the time of ovulation there is 
a decrease in estrogen output of the 
ovary reflected in endometrium by 
slight sloughing and spotting and 
rarely by active bleeding for a day 
or so; often pain in one of the lower 
quadrants (may be severe), does not 
indicate disease or cystic ova- 
ries. The pain and spotting can 
usually be controlled by oral admin- 
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istration of 10 mg. of methyl] testo- 
sterone for 20 days, beginning on the 
first day of a menstrual cycle. If low 
BMR, thyroid extract is helpful. 


Eversion of the cervix, neglected, 
chronic infection ensues in the ex- 
posed cervical glands, with persist- 
ent mucopurulent discharge, pain 
bilaterally in the lower portion of 
the abdomen, dragging sensation in 
the pelvis. Best treatment is preven- 
tive, vinegar douches 2 weeks and 
cauterization of all eversions 6 
weeks postpartum. 


Cervical polyps are one of the 
most frequent causes of intermen- 
strual bleeding and postmenopausal 
spotting; these frequently infected 
and produce a purulent discharge. 
The polyps are easily seen in the cer- 
vical canal and may be removed 
with a tonsil snare or a small curet. 
All tissue removed should be exam- 
ined microscopically. 


In gonorrhea the discharge is yel- 
low and thick; usually it is possible 
to express pus from Skenes glands. 
Bartholin’s glands may also be in- 
volved. The diagnosis is made by 
finding typical organisms with 
Gram’s stain; the drug of choice is 
penicillin. 


DIAGNOSIS 


When vaginal discharge and vul- 
vovagnitis occur in female children, 
infestation with pinworms is likely. 
Diagnosis is established by finding 
the ova on scotch tape which has 
been taken from around the anus 
early in the morning. 


When young females exhibit a 
foul discharge, foreign bodies should 
always be suspected. 

After the menopause, thinning and 
drying of the vaginal mucosa occur. 
The tissues lose their ability to resist 
infection. Local therapy with estro- 
genic creams has proven helpful. 
Jour. Med. Asso. of Georgia, 42:529, 1953. 
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CURRENT LITERATURE 


L-Noradrenaline in Treatment of Shock in 


Cardiae Infarction 


Infusion was considered whenever 
the systolic b. p. was progressively 
falling in cardiogenic shock 


K. S. SMITH, M.D., A. GUZ, M.D., London, England 


Cardiac infarction is more often 
than not accompanied by shock. Us- 
ually it is transient and passes off 
as the pain abates under the in- 
fluence of morphine. In some pa- 
tients it persists and appears to 
contribute to an early fatal issue, 
while, in a few, shock gravely com- 
plicates the clinical state during a 
period of several days or even a 
week in an illness which in 4 cases 
out of 5 ends in death. It is in this 
last group that physicians have felt 
the lack of therapy to combat peri- 
pheral circulatory collapse, in which 
pressure may fall to levels that can 
hardly, if at all, be recorded, with 
disappearance of pulse and loss or 
clouding of consciousness. Though 
IV infusions of hypertonic glucose, 


plasma, blood and dextran have 
been used, slight success has been 
claimed. Adrenaline has been dis- 
carded in this condition; it may 
raise the pressure but the risk of 
ventricular fibrillation is too great. 
It was the claim of anaesthetists that 
the levorotatory form of noradren- 
aline secured their patients against 
serious falls of pressure during ma- 
jor operations which led us to the 
use of this substance in cardiogenic 
shock. 

As L-noradrenaline is effective in 
doses ranging from 4 to 40 micro- 
grams a minute when used in the 
treatment of any peripheral vasomo- 
tor collapse, we ensured a sufficient 
dilution by adding 4 c.c. of 1/1,000 
L-noradrenaline bitartrate solution 
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to a litre of isotonic solution either 
of 5% dextrose or of 4.3% dextrose 
in 0.18% saline, thus giving a drug 
strength of 4 microgram per ml. Nor- 
mal saline as a vehicle was avoided 
in view of the danger of introducing 
excess of sodium ions into the circu- 
lation when heart failure existed or 
might supervene. IV drip infusions 
were set up with one or other of 
these solutions, and preparations 
were made to continue the infusions 
for periods of a few hours to a few 
days. The concentration of drug 
necessary to keep the blood pres- 
sure at a chosen level varied great- 
ly with each patient, but it was 
sometimes found that drip rates of 
more than 36 drops a minute were 
required. As this would entail giving 
a total infusion of more than 3 litres 
in 24 h., the concentration of the L- 
noradrenaline bitartrate was in- 
creased as much as necessary — on 
one occasion to 64 ml. per litre — 
so as to be able to reduce the drip 
rate by the same factor. By this 
means the risk of circulatory over- 
loading was abolished, although the 
control of the b.p. by adjustment of 
drip rate became less sensitive. 


The use of L-noradrenaline infu- 
sion was considered whenever the 
systolic b.p. was progressively fall- 
ing in cardiogenic shock or when it 
was found to be 80 mm. or less for 


more than 24 h., especially in the 
presence of a very small pulse pres- 
sure and scanty urine. 

Six patients in severe shock due 
to cardiac infarction have been 
treated by IV infusions of dextrose- 
saline containing L-noradrenaline 
(levophed). In all of them a fatal 
issue appeared imminent or prob- 
able, the systolic b.p. falling to levels 
between 45 and 80, and in 2 in- 
stances the wrist pulse disappear- 
ing. 

CLINICAL IMPROVEMENT 

In each case the start of the infu- 
sion was followed at once by clini- 
cal improvement, the systolic pres- 
sure rising to levels between 90 
and 100, while the pulse again be- 
came palpable; where consciousness 
had been lost it was regained. Two 
patients who had had previous in- 
farctions responded in this way to 
infusion, but died within 3 and 4 
days, recent as well as old infarc- 
tions being proved at necropsy. The 
remaining 4 patients made good re- 
coveries after discontinuance of the 
infusions. Although one died of con- 
gestive heart failure 4 months after 
the cardiac infarction, the other 3 
were alive and active at intervals 
ranging from 6 to 13 months after- 
wards, their lives apparently having 
been saved by the treatment. 


British Med. Jl, 4850:1341, 1953. 
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Transorbital Lobotomy in 
State Mental Hospitals 


Transorbital lobotomy can be used 
effectively in state mental hospitals 
with the expectation of relief of a 
vast amount of human misery and 
the return to effective existence of 
one-third of apparently incurable 
patients; 10% of patients per year 
are candidates for lobotomy. 
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Transorbital lobotomy should be 
performed by the psychiatrist, his 
necessary legal qualifications being 
the possession of a license to prac- 
tice medicine and surgery in the 
state where he is employed. 





Walter Freeman, M.D., Jl. Med. Soc. New Jersey, 
51:148, 1954. 
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CURRENT LITERATURE 


Certain Common Forms of Headache 


A discussion of the causes, symptoms 
and treatment of some of the most frequently 
encountered forms of headache 


H. L. WILLIAMS, M.D., 


Muscle Tension Headache. — A 
chronic state of tension in the post- 
ural muscles of the head and neck 
will produce a deep referred type 
of bilateral pain. A frequent cause 
is anxiety. The pain is occipital, re- 
ferred upward and forward toward 
the vertex. Occasionally a throbbing 
pain may be felt with the steady 
ache. 

Fatigue Headache. — The daily 
work of some individuals causes 
them to hold the head in a particular 
position for long intervals of time. 
Muscles are not designed for contin- 
uous tonic contraction. This type 
of headache frequently occurs 
among truck-drivers, typists, opera- 
tors of business machines and the 
like; frequently relieved by pauses 
at intervals for muscular relaxation 
and local heat and massage. Fre- 


Bartonville, Illinois 


quently an exacerbation in the late 
morning is relieved by lunch and 
another in the late afternoon re- 
lieved by the evening meal. 

Myalgia of the Head. — One type 
of headache which arises from 
muscle is rarely diagnosed, though 
it is one of the most common forms 
of headache, and diagnosis is simple 
and relief by treatment is easy to 
obtain. The headache is caused by 
an allergic reaction in muscle. Iso- 
lated, firm and tender areas recur 
in the bodies of certain muscles of 
the head and neck. Usually with 
allergic headaches these headaches 
tend to be unilateral. It is important 
to palpate the structures of the head 
and pharynx. 

Symptoms are not relieved by 
mild exercise. Salicylates which give 
so much relief from fibrositis pro- 
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duce little or no relief from myal- 
gia. Treatment. A nicotinate (nica- 
mine, Abbott) which has similar 
physiologic reactions to histamine, 
in aver. subcu. injection of 25 mg., 
increased by a like amount at once 
or twice daily injections until the 
optimal dosage, usually 100 mg., is 
being received. When relief begins, 
in 3 to 5 days, the injections are giv- 
en once daily for a month, then 
every other day for one week, then 
three times a week for a 2nd week 
and then twice weekly, then stopped. 
If, at some future time, symptoms 
tend to return, injecton of 25 mg. 
built up to optimal and continued 
once daily for a week and then dis- 
continued. Relief is usually obtained 
for from 3 months to a year. 

Nicotinic acid may be given by 
mouth in 2 to 3 times the dosage 
given subcut. Nicotinic acid tartrate 
(roniacol) can also be used success- 
fully; some are extremely sensitive 
to this drug, so start with 25 mg. 
by mouth t.id. before meals and at 
bedtime, increased by 25 mg. a dose 
each day until 100 mg. are being 
taken at each dose. Oral medication 
is not as successful as a rule, but 
its added convenience for some often 
makes it worth a trial. 

Migraine is a periodic headache, 
usually unilateral and usually start- 


ing at about puberty, and there is 
family history. 


SEVERE MIGRAINE 


The most effective relief for an 
attack of severe migraine is dihydro- 
ergotamine (D.H.E. 45) IV. Often 
1 mg. will be ineffective and 2 mg. 
is required as the initial dose. It may 
be found that the headache will be 
relieved while nausea and vomiting 
are unaffected or even made worse 
for a time. If the headache is re- 
lieved, however, the attack will be 
found to be definitely shortened. 

Caffeine alkaloid, 100 mg. with 1 
mg. of ergotamine tartrate (cafer- 
gone), given at the first sign of 
headache and repeated at hourly in- 
tervals for four doses will be effec- 
tive in some cases. 

Histamine cephalalgia is a severe 
periodic headache, usually unilater- 
al, appearing in the third decade, or 
later. It frequently wakens from 
sleep, is usually of short duration, 
and disappears as suddenly as it 
comes. Relieved by erect position; 
carotid compression also gives tem- 
porary relief, but the pain reappears 
immediately on restoration of the 
blood flow. The treatment the same 
as for myalgia. 





Illinois Med. Jl, 105:53, Feb., 1954. 
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Contusion Pneumonia 


Pneumonia may occur following 
non-penetrating trauma to the chest 
wall as early as one to 3 hours fol- 
lowing the injury. The lesions may 
be demonstrated by x-ray examina- 
tion and may account for fevers in 
such patients. The pneumonia is 
usually situated beneath the site of 
trauma, but may occur elsewhere in 
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the lungs. There is valid experi- 
mental evidence to substantiate this 
diagnosis. Clinically, pathologically 
and roentgenologically, contusion 
penumonia does not differ from the 
primary pneumonias. Seven cases 
are reported. 





Benjamin Copleman, M.D., Perth Amboy, J! Med 
Soc. New Jersey, 51:128, April, 1954. 
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Therapy of Bleeding Peptic Ulcer 


The use of the Andersen Diet (milk, 
cream, gelatin and glucose at frequent intervals ) 
for control oj nemorrhage 


A. P. INGEGNO, M.D., Buffalo, N. Y. 


The emphasis on the importance 
of the problem of hemorrhage from 
peptic ulcer is out of proportion to 
its numeric significance. The patient 
with ulcer has a 20:1 chance that 
he will not bleed, and a better than 
3:1 chance that if he does bleed, the 
hemorrhage will not be severe. Even 
if he does bleed severely the odds 
are at least 10:1 that the hemorrhage 
will not kill him. If he does not vo- 
mit blood, but has only melena and 
if pain is not severe, the outlook is 
better. If he is young, the prospect is 
even brighter, and if, in addition, he 
has survived one or two prior hem- 
orrhages and has a duodenal rather 
than gastric ulcer, the prognosis is 
excellent. 

Since about 1920, long before 
Meulengracht, Andersen had been 
using a feeding regimen for bleed- 
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ing from peptic ulcer at the Long 
Island College Hospital and had 
been striving to convince his col- 
leagues of its value. The Andersen 
diet for hemorrhage is a mixture of 
milk, cream, gelatin and glucose giv- 
en at frequent intervals. It supplies 
fluid, the major classes of nutriment 
and sufficient calories, and is easy 
to prepare and administer. It takes 
advantage of the fact that the stom- 
ach with food in it is a quieter stom- 
ach and that any clot-digesting ten- 
dency will be counteracted by the 
acid-neutralizing effect of the pro- 
tein in the diet. A small proportion 
of patients do badly in spite of the 
best efforts. To select the patient 
who is less likely to die if operated 
upon than if treated conservatively 
is not an easy task. 

Formula for Gelatin-Milk Feed- 


559 





ing: Gelatin, 50 Gm.; Dextrose, 60 
Gm.; Cream (20%), 100 c.c.; Milk, 
900 c.c. Milk, cream, and dextrose 
mixed and kept in refrigerator. Gel- 
atin in paper cup at bedside. Stir 
teaspoonful into small amount of 
warmed milk mixture and mix with 
remainder of a 6-oz. feeding. Flavor 
with tea, vanilla, or cocoa if desired; 
serve cool or warmed. 

First 4 days: 6 oz. every 2 hours. 
Nothing else by mouth. 

5th, 6th days: Add to each of 3 
or 4 feedings one of the following: 
1 egg; 3 ozs. cereal; custard, jello, or 
ice cream. Allow water in 3-oz. 
quantities between feedings. 

7th, 8th days: 2 of above foods 
with each feeding. 

9th day: Ulcer diet. 


RU:-NITRAL | 


ECE all day control in 
hypertension 


—— > to keep pressure down safely 


Mineral oil % oz. nightly after 
second night. Oil retention enema 
fourth night and thereafter as re. 
quired. 

Laboratory criteria are unsatisfac.f 
tory indices of severity of hemor.f 
rhage; right after or during hemor- 
rhage, the red cell count, hemoglob-f 
in, and hematocrit are particularly— 
unreliable as there is immediatef 
compensatory vascular constriction f 
For blood volume to be restored by 
fluid taken up from the interstitial f 
tissue requires several hours to sev- 
eral days. Conversely, as blood dilu- 
tion proceeds, an anemia develops 
which represents actual progress 
toward restoration of normal circu-f 
lating blood volume. 


New York State Jour. of Medicine, 55 
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(mannitol hexanitrate) 


——— to help protect patients against 
vascular accidents by strengthen- 
ing fragile capillaries (rutin) 


—— > to keep patients more comfortable 
in every way (phenobarbital) 


Also available, RU-NITRAL with THEOPHYLLINE . 
plus diuretic, cardiotonic, vasodilator benefits . . 
and other cardiovascular conditions 


.. all the attributes of RU-NITRAL, 
. in congestive heart failure 


samples to the profession on request 


The PAUL PLESSNER Company e DETROIT 16, MICHIGAN 
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CURRENT LITERATURE 


‘Treatment of Barbiturate Coma With Massive 
Doses of Metrazol 


In severe cases, drug must be 
administered in massive doses until 
signs of awakening appear 


F. M. WEISSMAN, M.D. New York, New York 


A white woman, 59, admitted to 
hospital in a deep coma. The land- 
lady had not seen the patient for 
two days, forced her way into the 
room, and found the woman lying 
in bed without any apparent signs 
of life. 

The Temp. was 102, p. could not be 
felt, heart sounds faint, regular, 140 
per min. b.p. 0/0, r. 32 per min. Ex- 
amination of the lungs revealed bi- 
lateral bronchopneumonia. 

The deep coma, pinpoint pupils, 
complete areflexia and absence of 
stertorous breathing made drug poi- 
soning most probable. 

The patient was immediately 
placed in an Otent and penicillin 
given to combat the pneumonia; 
plasma for shock and renal shut- 
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down. While waitng for Metrazol 
to be brought from another ward, 
10 cc. of nikethamide IV at 1 c.c. 
per min. B.p. rose to 80/40. Urine 
began to be voided freely and grad- 
ually became of light color. 

Metrazol was now given to arouse 
the patient. At first one 3 c.c. am- 
pule IV very slowly, no effect, re- 
peated with increasing doses. In 
the latter stages of the treatment, a 
20 c.c. syringe was filled with Met- 
razol and injected into the vein at 
the rate of 1 c.c. per min. 

After 65 ampules (195 c.c.) had 
been injected over a period of 3% 
hrs. at the average rate of 1 c.c. per 
min. the patient began to twist and 
turn, then to moan and groan. The 
Metrazol was discontinued; 1,000 c.c. 
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of plasma had already been given. 
A 2,000 c.c. infusion of 5% glucose 
in distilled water with vitamins was 
now started. 

P. 100, 
130/80. 

Patient was allowed to sleep until 
breakfast time, condition checked 
from time to time. Although her 
speech remained slurred, she always 
responded to questioning. 

She was able to eat breakfast 
alone in the morning. She admitted 
having swallowed a large amount of 
phenobarbital, also a previous suici- 
dal attempt. She became very hos- 
tlie because she had not been per- 
mitted to die. 

In this case a large dose of a bar- 
biturate had been taken 24 to 48 h.s 


strong, regular; b.p. 


before the patient was found in 
coma and completely without re. 
flexes. The fact that 195 c.c. of 10% 
Metrazol solution were needed to 
arouse this woman completely shows 
that in a severe case of poisoning 
one must not hesitate to use mas- 
sive doses if necessary. No dosage 
can be specified. The therapy must 
be continued until signs of awaken- 
ing or until slight muscle twitching 
appear. Therapy should be discon- 
tinued then and restarted later, if 
necessary, in sufficient dosage to pre- 
vent the patient from relapsing into 
unconsciousness. Such treatment 
must be continued until all danger 
is past. 


New York Jour. of Med. 53: 3034, 1953. 


always in season 


Sprains and strains... 


Soreness and stiffness of muscles... 


Neuralgia, arthralgia 


and kindred rheumatic pains... 


Irritations and eruptions of the skin... 


LODE 3 
cum Methyl Salicylate 


combines the stimulating and metabolic 
effects of iodine in Iodex and the 
analgesic action of methy] salicylate. 


Samples cheerfully sent on request 


MENLEY & JAMES, LTD., 70 w. 4otn sr. 
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CURRENT LITERATURE 


Karly Diagnosis of Pulmonary Lesions of Grave 
Nature 


Examination is incomplete without 
x-ray, however, no density on a chest film is 
indicative of any particular disease 





CHRISTOPHER PARNALL, JR., M.D., Rochester, New York 


We should try to make the diag- 
nosis of pulmonary lesions before 
the symptoms occur. The simplest 
way is to make a routine chest film 
on anyone consulting a physician 
for the first time, at initial visits to 
hospital clinics, on admission to hos- 
pitals, on employment, in mass sur- 
veys, etc., and repeat at least annual- 
ly—in cases of males over 40 who 
smoke, semiannually. 

If cough, sputum, hemoptysis, and 
chest pain occur in the interval be- 
tween routine films, another chest 
film must be taken. 

The film is shown of a 52-year-old 
man whose main complaint was a 
low backache; he also had a “cigar- 
ette cough,” which had not changed 
for a year, moderate angina pectoris 


and some dyspnea on exertion. The 
film was taken as a routine matter 
and shows no changes other than 
those related to the cardiovascular 
system. Yet he has a bronchogenic 
carcinoma no bigger than a pea in 
his main bronchus, which had al- 
ready metastasized to mediastinal 
lymph nodes, liver, adrenals and 
bones, as an autopsy some days later 
showed. He died from a massive in- 
testinal hemorrhage from an ulcer- 
ated metastatic lesion. This type of 
thing, however, is extremely rare. 
In general, the examination of the 
chest is incomplete without an x-ray 
film. On the 5 x 4 film, you can get 
a picture which compares well with 
the 14x17 film, and is much cheap- 
er, quicker, and easier to do. 
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The bones, the GI tract, and kid- 
neys must usually be examined in 
addition to the chest. No density on 
a chest film is diagnostic of any par- 
ticular disease. The same shadow 
may represent tuberculosis, pneu- 
monia, cancer, or fungus disease. 
Special types of films may help. Un- 
less bronchiectasis is seriously sus- 
pected, it is best to avoid broncho- 
graphy; it adds little to the array 
of evidence and only obscures the 
chest film with opaque oil droplets. 
If the bronchoscope shows a lesion 
which may be directly biopsied, a 
definite diagnosis may be made. Ma- 
terial is examined in exactly the 
same manner as sputum. A negative 
bronchoscopic examination does not 
rule out cancer or any other lesion. 


Sometimes an enlarged lymph 
node can be found in the cervical or 
axillary group. An aspiration or 
biopsy of this may be valuable. If 
biopsy is done, part of the fresh 
node should be sent for bacteriolog- 
ical study before the remainder is 
popped into formaldehyde. 


Find the lesion; follow it; try to 
determine if it is infective. If so, is it 
acute or chronic, active or inactive? 
Is it neoplastic and, if so, is it ma- 
lignant or benign, primary or second- 
ary, localized or disseminated? If 
by complete careful study you can- 
not definitely determine the nature 
of the trouble, then don’t hesitate. 
Do a thoracotomy. 





Jour. La. State Med. Soc. 9: 329, 1953. 


Angina pectoris 
prevention 


The new strategy in angina pectoris is 
prevention, the new low-dose, long-acting 
drug—MetamIneE. Most effective milli- 
gram for milligram, and better tolerated, 
MeETAMINE prevents attacks or greatly 
diminishes their number and _ severity. 
Dosage: 1 tablet (2 mg.) after each meal; 
1-2 tablets at bedtime. 


Thos. Leeming G CoIne. 


155 East 447u Street, New York 17, N.Y. 


Metamine 


Triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 


Bottles of 50 and 500. 
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CURRENT LITERATURE 


Treatment of Acute Pancreatitis with 
Hexamethonium Bromide 


Author believes findings of biliary calculi 
are coincidental, and pathological changes are 
explained in terms of a vascular catastrophe 


R. M. DAVIES, M.D., London, England 


In 1889 Fritz described three types 
of acute pancreatitis—haemorrhagic, 
gangrenous, and suppurative—based 
on the gross pathology of the gland. 

The treatment of acute pancreati- 
tis has previously been based on its 
frequent association with cholelith- 
iasis. It is our opinion that the find- 
ings of biliary calculi are coinci- 
dental, and that the pathological 
changes in the gland can be ex- 
plained wholly in terms of a vascu- 
lar catastrophe. The more serious or 
fulminating lesion can be explained 
by thrombosis or embolism of a 
main pancreatic vessel. Certainly the 
appearance of the gland at opera- 
tion is supportive evidence, but the 
picture is clouded by the biochemi- 
cal action, which releases a sanguin- 
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eous or sero-sanguineous fluid rich 
in pancreatic ferments. If small areas 
only are involved they may be ab- 
sorbed, converted into fibrous tis- 
sue, or calcified. 

Ganglion-blocking drugs seem to 
produce an excellent result. The 
disease is robbed of its terrorizing 
pain. It, of course, cannot affect the 
established gangrenous or suppura- 
tive process in a gland which must 
be subjected to drainage. 

Exploratory laparotomy is indi- 
cated even if there appears to be no 
doubt about the diagnosis, as an 
assessment of the degree of destruc- 
tion of the gland is then possible, 
and in the case of gangrenous, 
sloughing, or suppurative lesions 
drainage of the gland is indicated. 
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Associated cholelithiasis should be 
ignored unless the pathology can be 
directly related to “inflammatory 
changes” in the pancreas. These bear 
a striking resemblance to throm- 
bosis or emboli of the main vessels 
to other intra-abdominal organs and 
the upper and lower limbs. Gang- 
rene, sloughing and suppuration fol- 
low gross disturbances of the blood 
supply, and the severity of the 
symptoms may be related to the 
extent of the infarction. 

Types 1 and 2 of Fitz’s classifica- 
fication might well be treated with 
drugs of the methonium group. In 
the cases reported hexamethonium 
was chosen arbitrarily. Each mem- 
ber of the methonium group varies 


neu dosage form 


for the bag 


; ? | il 


in effect from ganglion to ganglion, 
and it may well be that some oth- 
er member of the group would have 
a more pronounced action on the 
splanchine ganglion. Pation (1951) 
suggests that tetramethonium may 
have this action. 


In our two cases the relief of 
pain and the improvement in the 
general clinical condition were con- 
trary to previous experience. We 
feel that a vascular catastrophe is 
the causative factor in acute pan- 
creatitis, and further investigation § 
along these lines may lead to a bet-f 
ter understanding of the disease and ff 
simplify the treatment. 


Davies, et als., 


R. M. British Med. Jour., N 
4848,1251, 1953 
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(Dilaudid) sulfate in sterile solution—convenient and ready 


for instant use. 


Dilaudid—a powerful analgesic—dose, 1/32 grain to 1/20 grain. 
a potent cough sedative—dose, 1/128 grain to 1/64 grain. 
an opiate, may be habit forming. 
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CASE REPORT 


Massachusetts General Hospital Case Record 


A 27-year-old fireman complained of 
sudden pain in right thigh while carrying a stretcher. 
Anatomical diagnosis: Plasma-cell myeloma 


A 27-year-old fireman, admitted 
'to the hospital because of pain in 
the right thigh, was well until a 
'month before when pain occurred 
suddenly while he was carrying a 
stretcher. The pain recurred when 
he walked, was relieved by rest. 
Since the onset of pain there had 
been a light limp. Heat and dia- 
thermy did not relieve or aggravate; 
character and intensity of the pain 
had not changed; no night pain. 


The past history was noncontrib- 
utory except for a splenectomy at 9 
years of age because of rupture, ap- 
parently traumatic. 


Dr. John E. Gary*: I should like 
to begin the discussion by consider- 
ing the x-ray films. A large mass has 
replaced the normal medullary con- 
tents of the upper r. femoral shaft. 
It is faintly circumscribed below and 


July, 1954 


above, and has thinned but neither 
expanded nor destroyed the cortex. 
The cortex appears intact except 
that anteriorly it is slightly rough- 
ened and some new bone has formed 
on its external surface. I think this 
irregularity in the cortex was due 
to an incomplete fracture when the 
patient lifted the stretcher. An in- 
complete fracture with hemorrhage 
into the mass would account for the 
sudden onset of the pain and for its 
relief by rest. The second set of 
films, a week later, show erosion of 
the cortex laterally—the cortex, 
which was intact, now appears to 
have a hole in it. The third set of 
films, another week later, demon- 
strate a definite pathologic fracture. 
I believe the wasting of the buttock 
and thigh was atrophy from disuse. 


*Associate radiologist, Mount 


Auburn Hospital, 
Cambridge. 
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A number of diagnoses came to 
mind. Tuberculosis in the shaft of 
the bone without joint involvement 
is rare indeed. This and the normal 
chest film, normal SR and lack of 
anemia and night pain exclude tu- 
berculosis. Cryptococcosis, the only 
other bone infection that causes a 
purely osteolytic lesion, is ruled out 
on the same basis as tuberculosis. 


Hyperparathyroidism is elimi- 
nated by the normal serum calcium, 
phosphorus and phosphatase as well 
as by the films that show a normal 
femur above and below the lesion. 


Against a malignant bone tumor 
is the normal SR and lack of anemia. 
Some malignant bone tumors, how- 
ever, can produce the x-ray changes 
that were present. Only those that 
arise in the medulla need be con- 
sidered. A plasma-cell myeloma is 
ruled out because the serum protein 
was low, and there was no Bence- 
Jones protein in the urine. More- 
over, myeloma usually occurs in an 
older age group. Ewing’s sarcoma is 
a tumor of younger persons. It 
would be highly unusual to see it 
localized at one end of the medul- 
lary canal or eroding the cortex 
without extensive periosteal new- 
bone formation. Reticulum-cell sar- 
coma usually causes irregular de- 
struction and is not so well circum- 
scribed as the tumor was in this 
case. Osteogenic sarcoma can arise 
in the medulla and would adequate- 
ly account for the grossly trabecu- 
lated bone. However, it usually pro- 
duces widespread destruction of the 
cortex, which usually has a ragged 
inner surface. Here the cortex was 
rather smooth. A chondrosarcoma, 
particularly one that arose in a pre- 
viously existing enchondroma, could 
cause x-ray changes. Some of these 
tumors grow very slowly and there- 
fore may not be associated with con- 
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stitutional symptoms, as in this case. 
Of all the malignant tumors, chon. 
drosarcoma would be my first 
choice. Against a primary sarcoma 
is the lack of a palpable mass and of 
tenderness. Metastatic carcinoma js 
excluded because of the patient's 
youth, the lack of constitutional 
symptoms, the normal laboratory 
findings and SR. Of the malignant 
lymphomas, lymphosarcoma most 
often produces destructive lesions in 
bone, but again there are usually 
multiple lesions and there is more 
widespread destruction of the cor 
tex. 


Among the benign conditions is 
giant-cell tumor, rarely seen except 
in the epiphysis. When in the shaft, 
it is eccentric and expands the bone. 
A nonosteogenic fibroma of the bone 
is almost always eccentric, and its 
margins are usually sharply etched 
by reactive bone. 


We come, then, to four conditions 
among which one can not choose 
with any certainty. Eosinophilic 
granuloma is usually a smaller le 
sion than the one seen in this case, 
frequently multiple, and the patients 
may have leukocytosis and eosino- 
philia, which are not present here. 
For enchondroma the patient was in 
the correct age group, the lesions are 
frequently present in the femoral 
shaft, but usually begin nearer to 
the epiphysis, involve the femoral 
neck and also expand the bone. A 
simple bone cyst often occurs in the 
femoral shaft; that is one of its fav- 
orite locations. Cysts usually pro- 
duce symptoms before the age of 
20, quite frequently as the result of 
a pathologic fracture. Like the en- 
chodroma, they usually begin near 
the epiphyseal line; this would be 
a good choice, but I shall pick the 
final lesion of these four—fibrous 
dysplasia. Some areas of this mass 

(Concluded on Page 571) 
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FREE LITERATURE SERVICE 


Arrangements have been made to forward you the most 
recent literature available on the conditions listed below. 
Please indicate on the yellow self-mailer the information 
you desire by circling the appropriate number. 


Allergies 


allergic reactions!, asthma?, asthma 
(bronchial) 3, drug sensitivities ?, 
eczema 5, food 6, hay fever 7, urticaria 8. 


Blood, Cardiovascular 


anemia 9, anemia (pernicious) !9, antico- 
agulant!!, arteriosclerotic peripheral 
vascular disease !2, angina pectoris !3, 
Buerger’s disease !4, cardiovascular dis- 
orders !5, congestive heart failure !6, 
cardiac asthma!7, coronary artery !8, 
coronary thrombosis !9, chronic trench- 
foot 20, dietetic restriction 2!, hyperten- 
sion 22, myocardial failure 23, myocardial 
insufficiency 24, peripheral neuritis 25, 
Raynaud’s_ disease26, thromboangiitis 
obliterans 27, varicose vein 28, 


Dermatology 


acne 29, athlete’s foot 39, bacterial derma- 
tologic condition 3!, bed sores 32, burns 33, 
dermatoses 34, eczema 35, external ul- 
cers 36, fungus diseases 37, infections 38, 
ivy dermatitis 39, pruritus 40, topical in- 
fections 41, yaws 42. 


Endocrinology 


adrenal gland 4, cretinism 44, diabetes 45, 
exophtalmic goiter 46, Graves’ disease 47, 
hyperthyroidsm 48, myxedema ‘49, pitu- 
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itary gland 59, thyroid gland 5!, thyro- 
toxicosis 52. 


Eye, Ear, Respiratory 


bronchitis 53, choroiditis 54, coughing 55, 
eye infections 55, ear infections 57, iritis 58, 
keratitis 59, laryngitis 6°, nasal conges- 
tion 61, night blindness 62, otologic der- 
matosis 63, pharyngitis 64, respiratory in- 
fections 65, sympathetic ophthalmia 6, 
sinusitis 67, tonsillitis 68, uveitis 69, vaso- 
motor rhinitis 7°. 


Gastrointestinal, Liver and Spleen 


amebiasis7!, colitis72, constipation 
(chronic) 73, cirrhosis of liver 74, con- 
stipation 75, diarrhea 76, gallbladder and 
bile ducts77, gastrointestinal spasm 
(functional) 78, gastroduodenal bleed- 
ing 79, peptic ulcer 8, staphylococci 8!, 
streptococci 82, 


Genito-Urinary 


bladder diseases 83, cystitis 84, kidney 
diseases 85, prostate gland 86, pyelitis 87, 
ureter diseases 88, uri tract infec- 
tions 89, urethra diseases 9. 


Geriatrics 


anemia 9!, arteriosclerosis 92, cardiac 
edema 93, chronic fatigue %, climacteric 





(male) %5, constipation 96, insomnia 97, 
low blood sugar level 98, protein deficien- 
cy 99, senility (male) 19, senility (fe- 
male) !91, vitamin deficiencies 102, 


Gynecology and Obstetrics 


amenorrhea !93, cervicitis 1%, climacteric 
female) 19%) conception contro] 196, 
dysmenorrhea !097, vaginitis 18, habitual 
abortion 199, leukoplakia (vulvar) !10, 
leukorrhea !!1, menopause !!2, menomet- 
rorrhagia !13, pregnancy tests !!4, pre- 
menstrual disorders!!5, postpartum 


bleeding !16, pregnancy (nausea & vom- 
iting) 117, 


Infectious Diseases 


brucellosis 118, pneumonia !19, 


Mountain spotted fever !20, 
losis !21, 


Rocky 
tubercu- 


Neuromuscular 


analgesic !22, joint and muscle pain !23, 
muscle dysfunction!24, muscle 
spasm 125, manage sclerosis 126, neural- 
gia ischiatica!27, neuritis, diabetic 128, 
osseous and neuromuscular disturb- 
ances !29, Parkinsonism 139, 
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Nutrition 


anemia 131, avitaminoses 132, impaired 
fat metabolism 133, malnutrition 134, min. 
eral deficiences 135, obesity 136, multi- 
vitamin deficiences !37, pellagra 138, pro- 
tein deficiency 139, vitamin deficien- 
cies 140, multiple deficiences !4!. 


Pediatrics 


bowel habits !42, diarrhea !43, diaper der- 
matitis 144, ear infections 145, formula 46, 
infantile eczema, nutritional needs !4/, 
scurvey !48, 


Rheumatic and Arthritic Diseases 


arthritis 149, bursitis 159, gout 151, gouty 
arthritis 152, musculoskeletal pain 153, 
rheumatic disease1l54, rheumatic 
fever 155, rheumatoid arthritis 156, 


Miscellaneous 


alcoholism !57, barbiturate poisoning 158, 
debridement of necrotic tissue 159, 
edema !60, edema (salt retention) 161, in- 
dustrial dermatoses !62, meniningitis 16, 
insomnia !64, nervous tension !65, psy- 
choses !66, 


POISON 


Rhus-All Antigen is a unique sterile almond-oil solution 
of the active principles extracted from the leaves of 


Poison Ivy, Poison Oak and Poison Sumac. 


Rhus-All Antigen prevents all three common types of 
Rhus Dermatitis. Only one or two injections are usually 


sufficient to offer protection. 


SPECIAL 
GET-ACQUAINTED 
OFFER 


Order Rhus-All Antigen today 
from your surgical supply dealer or 


BARRY .LABORATORIES, INC. 
Detroit 14, Michigan 


RHUS-ALL ANTIGEN 


a See Your Surgical 
y Supply Dealer 


ee ee 

Barry Laboratories, Inc. 

Spt. D1, Detroit 14, Michigan 

Please send me the following: 
Vials (5 cc.) of Rhus-All Antigen No. 150-5. 
Physicians’ price $2.00. SPECIAL OFFER: 1 ex- 
tra with order of 3 vials 
Regular set (four 1 cc. vials) Rhus-All Antigen 
No. 150. Physicians’ price $3.25. SPECIAL 
OFFER: 1 extra with order of 3 sets 
Complimentary copy of “Handbook of Allergy 
for the General Practitioner.” 

DR. 

STREET. 
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(Continued from Page 568) 
had the typical ground-glass ap- 
yarance, caused by deposition of 
alcium in the fibrous tissue. Islets 
of bone may be present in the fib- 
ous dysplasia, growing around 
rabeculae but leaving some intact. 
I am somewhat disturbed by the 
lack of expansion of the bone and 
by the fact that the margins were 
ot sharply circumscribed. 
I believe that the patient had long 
had a osteolytic lesion, that an un- 
ual strain broke an already weak- 
ened cortex. 
CLINICAL DIAGNOSIS 
Chondrosarcoma? 
Bone cyst? 
Dr. Jonn E. Gary’s D1acGnosiIs 
Fibrous dysplasia. 
ANATOMICAL DIAGNOSIS AT 
OPERATION 
Plasma-cell myeloma, solitary. 


Q. How many authentic cases of 
localized myeloma at the time of 
operation have we had in this hos- 
pital? 

A. At least 3; in 2 the myelomas 
were excised 20 and 30 years ago. 
We have heard nothing from the 
patients and are now checking on 
their follow-up study. 


Another patient had a myeloma in 
the clavicle that was excised, and it 
was called solitary until 4 years later 
when other bone lesions recogniz- 
able in the x-ray films developed. 
10 years after the excision of the 
clavicle the patient died with a 
full-blown multiple myeloma. The 
microscopical appearance of the 
myeloma in that case was the undif- 
ferentiated form—not the form with 
mature plasma cells. 


New England Jl. of Med. 250:431, 1954. 


a FAVORED Menstrual Regulator 


ae Ergoapiol (Smith) with Savin contains all the active alkaloids of whole ergot, to- 
gether with apiol (M.4.S. Special) and oil of savin in capsule form. One to two cap- 
sules, three to four times a day, help to promote menstrual regularity and greater 
comfort in many cases of functional amenorrhea, dysmenorrhea, menorrhagia and 
metrorrhagia. Supplied in ethical packages of 20 capsules. May we send literature? 


ERGOAPIOL (smitu) with SAVIN 


MARTIN H. SMITH COMPANY « 150 LAFAYETTE STREET, NEW YORK, N. Y. 
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ELIXIR BROMAURATE 


GIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. In four- 
ounce original bottles. A teaspoonful every 3 to 4 hours. 


GOLD PHARMACAL CO. 


NEW YORK CITY 
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New Diagnostic Aid 
a 


FLICKER PHOTOMETER 


FLickER PHoTomMETER, by measuring changes in the Flicker Fusion Threshold,* 


offers a highly accurate means of diagnosing many conditions long before 
clinical signs are apparent. 


© In Obstetrics—F.icker PHOTOMETER 
helps determine patient predisposition to 
eclampsia or toxemia of pregnancy weeks 
before the usual clinical symptoms de- 
velop.!-2 

@ In Cardio-Vascular Disease—FiickER 
PHOTOMETER—in a Clinical study of 484 
patients—detected vascular change in 
over 99% of 216 patients shown to suffer 
from various cardio-vascular conditions.* 


© In Wide Variety of Pathological States- 


“Clinical investigators have reported an 
altered CFF (usually a decreased thres- 
hold) in a wide variety of pathological 
states, including many ophthalmological 
conditions, cardio-vascular disorders, ane- 
mia, brain tumors, brain injury, para- 


sympathetic denervation, nicotin neuritis, 
hypothyroidism, castration, oligospermia, 
beriberi, renal stone, cirrhosis of the liver, 
combat exhaustion neurosis, depressive 
phase of manic depressive psychosis, ex- 
ogenous mental retardation, and ‘exhaust- 
ing’ illness.””4 


*Flicker Fusion Threshold—frequency with which 
successive flashes of light appear to the eye as ap- 
parently solid light. 


1. Brill, Harold, M., et al: Am. J. Obst. & Gynec. 
64:6, 1201- 1210, Dec., °S 52. 


2. Marty, J. P., and Hardy, J. A.: Am. J. Obst. & 
Gynec. 64:5, 1149-1153, Nov. °52. 


3. Krasno, L. R., and Ivy, A. C.: Circulation /:6, 
1267-1276, June, *50. 


4. Landis, Carney: The Scientific Monthly 73:5, 
Nov., "51 


Fiicker PHOTOMETER is important for determining early sub-clinical changes, 
making treatment possible before irreversible pathology occurs. 


FLICKER 
PHOTOMETER is: 


Readily portable. Usable in office, 
home, hospital or clinic. Weight 
12% ibs. Sturdy. Guaranteed for 
1 year. 


FLICKER 
PHOTOMETER is: 
Automatic. Plug into any 110 AC 
outlet. Motor powered, electronic 
control for precision. Reasonably 
priced. 


FLICKER 
PHOTOMETER Is: 


Easily operated. Doctor pushes 
“start” lever. Patient pushes 
“stop” button. Readings from 
single dial. 


For Further Information, Prices and Demonstration, Call or Write 


Clinical Justruments Co. 


122 S. Michigan Ave., Chicago 3, Illinois 





THERAPEUTIC 


New Treatment For 
Pruritus Ani 


During the course of cortisone 
erapy for other conditions, Author 
as impressed by the symptomatic 
relief obtained by patients with 
hronic pruritus ani. An ointment 
vas made of 2 c.c. (50 mg.) of corti- 
sone suspension with enough aque- 
ous base to make a total of 1 oz. This 
ointment has been used since April, 
1952 with promising, palliative re- 
sults, objectively as well as symp- 
omatically in 70% of the patients. In 
ases which appear to have an ele- 
ent of infection, suitable ointments 
ave been used additionally, such as 
bacitracin, polymyxin, and Desenex. 
he hard, glazed, varnish-like coat- 
ing found in advanced cases must be 
removed by suitable softening oint- 
ments. 

The cortisone ointment has pur- 
posely been used on some of the 
more stubborn cases, which pre- 
fiously received accepted therapy 
vith disappointing results. 


F. Baumeister, Jounral-Lancet 74:89, 1954. 


Mild Diarrhea in Children 


Dehydration is one of the most 
dreaded features of diarrhea. 

For this study a series of 145 in- 
lants and children were used, all 
having various degrees of diarrhea— 
mushy to watery stools, 5 to 15, high 
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TRENDS 


temp., nausea, vomiting, colic, re- 
gurgitation, abdominal distention, 
convulsions, bloody stools in 5 of the 
cases, severe dehydration in 13%. 


Treatment consisted of the oral 
administration of a solution contain- 
ing 10 grams of sodium and potas- 
sium lactates in each 100 c.c.; 4 
grams of phthalyl-sulfacetamide, 4 
grams of sodium carboxy-methylcel- 
lulose and 5% glucose. Phthalyl-sul- 
facetamide has been shown to be a 
safe sulfonamide that diffuses into 
all layers of the intestinal wall, ster- 
ilizes the intestinal contents, yet is 
not detectable in the blood stream 
following oral administration. 

The oral administration of an elec- 
trolyte solution corrects the imbal- 
ance resulting from diarrhea in mild 
cases within 24 hours. An electrolyte 
solution with a nonabsorbable sul- 
fonamide is effective in controlling 
mild diarrhea in infants and children 
in 90% of the cases. 


L.J. Stephens & W.E. Henrickson, Missouri Med. 
51:105, 1954. 


Nummular Eczema 


This is a very common type of 
eczematous dermatitis, manifesting 
itself as distinctive, sharply demar- 
cated, circular or oval patches ap- 
pearing frequently on the extensor 
surfaces of the fingers, hands and 
forearms, the dorsal surfaces of the 
toes and feet and on the extensor 
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surfaces of the legs and thighs and 
occasionally on the trunk and face. 
Each lesion originates as a vesico- 
papule which enlarges to form a 
circular or oval patch, % in. to 4 or 
5 in. in diameter. 

Frequently the lesions are masked 
by an overlying dermatitis venenata. 

Stop the handling of all potential 
irritants to prevent a superimposed 
dermatitis venenata; or, if present, 
allow the dermatitis to heal. X-ray 
therapy in the acute stage usually 
helps to quiet down any dermatitis 
venenata and also helps to relieve 
the itching. Secondary coccic infec- 
tion indicates antibiotics, sulfadi- 
zaine orally if antibiotics aggravate a 
latent dermatophytosis. Vioform 
ointment usually helps clear up a 
secondary infection. 

For the uncomplicated lesion der- 
naftan 3 to 5% in a paste which con- 
tains Burow’s solution. Others fare 
better with a paste 3 to 5% crude 
coal tar. These ointments are ap- 
plied at bedtime, kept on overnight, 
and removed in the morning with 
one of the soap substitutes. Sedative 
medication is usually necessary. 
Bromural, 5 grains, 3 or 4 times a 
day relieves without handicapping 
at work. I give an injection of 15 
micrograms of vitamin B,. once a 
week, this probably has a beneficial 
effect. 

Talk to these patients sympatheti- 
cally and allow them to talk about 
themselves and their problems. 


T.W. Baer, Penn. Med. Jl, 57:230, 1954. 


Wrist Injuries 


The patient supine, the elbow is 
flexed at a right angle (local or gen- 
eral anesthesia may be used); the 
patient’s hand is grasped at the 
thumb and thenar eminence by the 
operator’s corresponding hand; 
countertraction is produced by 
dropping a sling to the floor and 
anchoring the same by the operator’s 
foot. Traction at the wrist can then 
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be applied to any desired degree of 
force. The impaction can be broken 
and the fragment of the radius re. 
duced by placing the thumb of the 
free hand over the distal end of the 
radius. The reduction completed, 
the extremity is immobilized in a 
sugar-tong type of splint moulded 
out of plaster, which prevents sup. 
ination and pronation. The conm- 
pleted splint should not extend be. 
yond the distal flexor crease of the 
palm. After completion of the splint, 
a compression dressing is applied 
around the fingers and thumb to pre- 
vent edema. Padding should be 
placed between the fingers; in band- 
aging, not using elastic bandage. 

Simple Colles’ fractures and epi- 
physeal separations should be treat: 
ed in the manner described. The 
more complicated injuries of the 
comminuted type reduced by means 
of a traction apparatus. Skeletal fix- 
ation is often necessary. Two hal 
pins or through-and-through Kirsch- 
ner wires may be used. 

The radiographs should always be 
carefully inspected to rule out frac- 
tures of the carpal bones, especially 
of the navicular. 


E.H. Juers, Minn. Med. 36:1132, 1953. 


Subacute Bacterial Endocarditis 
in the Older Patient 


When one considers how insidious 
and treacherous is this disease, and 
the long uncertain treatment, as wel 
as the unpredictable outlook after 
completion of antibiotic therapy, the 
importance of prophylaxis looms 
very great. No patient who is known 
to have a valvular heart lesion 
should undergo dental extractions 
or surgical procedures on the rec: 
tum or urinary tract without the 
benefit of one or two days of pre 
operative prophylactic antibiotic 
therapy. 


P.F. Miner, Northwest Med. 53:138, 1954. 
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Carotid Sinus Syndrome 


Symptoms of a hyperactive carotid 
sinus may occur spontaneously and 
include dizziness, weakness, scoto- 
mata, and abdominal distress; faint- 
ness or actual syncope may follow if 
the stimulus continues. Twitching 
or actual convulsive movements of- 
ten accompany syncope which lasts 
% to 3 min. Pallor and bradycardia 
or hypotension will occur depending 
on the type of reflex response. Vari- 
ous cardiac arrhythmias result. Am- 
nesia or confusion may replace the 
syncopal state. 

When the syndrome is suspected, 
the head extended slightly back- 
wards, the carotid sinus on one side 
is located, compressed against the 
spinous processes, and then mas- 
saged, first lightly and then in- 
creased; this process is continued 
until syncopal or other response oc- 
curs or until 30-60 sec. have passed. 
A second examiner helps to note 
changes in b.p. and pulse rate, facial 
blanching. Unless syncopal state oc- 
curs, the patient is asked to des- 
cribe any untoward symptoms. In 
cerebral arteriosclerosis severe re- 
actions may. be produced. One sinus 
should be tested at a time. 

If type of response and symptoms 
reasonably simulate each other, the 
sensitive sinus can be injected with 
procaine to determine if the reflex 
effects can be abolished — reserved 
for severe cases in which surgical in- 
tervention is contemplated. 
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IN DIAGNOSIS 


Hypersensitive carotid sinuses can 
be found in many without relation 
to the rest of the clinical picture. To 
be diagnosed as carotid sinus syn- 
drome the patient should be sick 
with his hypersensitive sinus. 


E.M. Burns, Northwest Med. 53:247, March, 1954. 


Lame Backs: Diagnosis 


It is just as important to know 
how to do a physical examination 
of a joint as it is how to examine 
the chest. At least 50% of the lesions 
of war injuries had to do with the 
musculo-skeletal system, in private 
practice, at least 30%. Proper early 
care will, in most instances, restore 
the patient early to his occupation. 

The first requisite is an adequate 
history — mode of onset of all at- 
tacks, occupation, pain localized or 
radiates along nerves, effect of po- 
sition. Inquire about type of chair 
and of bed used. Is there constipa- 
tion, diarrhea, bloody stools, urinary 
frequency, urgency or bloody urine? 

Pain in the back may be from GI 
lesions and lesions of the urinary 
apparatus. Pain along the sciatic 
confined to the gluteal region, thigh, 
calf, ankle, or toes or throughout its 
whole course? Numbness, tingling 
or weakness in the extremity, and 
is it present all the time? What effect 
does position have as to comfort? 

If patient can stand have him in a 
good light. Observe contours of spine 





from the back and side. Do the arms 
hand at same level? Is there a curv- 
ature, either structural or func- 
tional? From the side, note the pos- 
tural stance. The patient, who has 
no limitation of spinal motion, has 
normal straight leg raising, and has 
normal flexion at his lumbar region 
and at his hip joints, has a normal 
spine. 

The reflexes of the extremities 
should be tested, as variations of 
these may give a definite lead in 
making a diagnosis. Skin tests for 
sensory disturbances should also be 
done. Measure the legs for length 
and to determine atrophy of the 
thigh and calf. Atrophy of the glu- 
teals is usually present in cases of 
sciatic pain. X-ray examination 
should be made in all cases of low 
back disturbances. 


F.R. Ober, Boston, Jl Maine Med. Asso. 44:281, 1953. 


Acute Glomerulonephritis 


Acute glomerulonephritis is es- 
sentially a disease occurring in a 
kind of epidemic cycle. We have not 
observed a great frequency of strep- 
tococcal glomerulonephritis in this 
area in recent years. Recorded inci- 
dence has varied from less than 1% 
to greater than 12% of streptococcal 
infections. The great majority of pa- 
tients are under 21 years of age. 
There is a latent period of 10 to 14 
days in the usual case but most 
cases of exacerbation have much 
shorter incubation periods. 

Hematuria is so characteristic that 
it is diagnostic of the disease on 
sight. No other condition produces 
this peculiar smoky color of the 
urine due to the combination of al- 
buminuria and hematuria. There is 
often a mild hypertension and 
edema, especially about the eyes. 
The urine will show free red cells 
and red-cell casts with albumin and 
a raised specific gravity. In most in- 
stances, the urine is sterile, but it 
may contain bacteria. 
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The management is simply to al- 
low the kidney to rest which in- 
volves prolonged bed rest to insure 
its best function, and reduction of 
the load of protein which it is called 
upon to excrete. If there is infection 
it should be eliminated. The prog- 
nosis for the first attack is, in the 
overwhelming number of instances, 
favorable, in an exacerbation in 
which there is already a chronic pro- 
cess, the eventual outlook must be 
guarded. Perhaps antibiotic prophy- 
laxis is indicated here just as it is 
in rheumatic fever. 


Fl 
G.W. Loomis, M.D., Nebraska 8. Med. Jl, 39:205, 
1954. 


Venous Thrombo-Embolic Disease 


Thrombophlebitis of superficial 
veins usually is recognized easily by 
inspection and palpation, which re- 
veal it as an elongated nodule or 
cord, often with some redness of the 
overlying skin in the course of one 
of the superficial veins. 

A diagnosis which often cannot 
be made with certainty is thrombo- 
phlebitis of the deep veins of the 
calf. Any patient who complains of 
pain in the calf muscles coming on 
acutely, during the second week af- 
ter operation, childbirth or injury, 
or during the course of severe infec- 
tious disease, or episode of conges- 
tive heart failure, should be suspect- 
ed of having sural thrombophlebi- 
tis. There may be slight enlargement 
of the calf and slight prominence of 
the superficial veins. Homan’s sign 
is not a reliable diagnostic criterion. 
Venography cannot be recommend- 
ed as of diagnostic value. When 4 
strong suspicion of thrombophlebi- 
tis of the deep veins of the calf ex- 
ists, even though the diagnosis can- 
not be made with certainty, it is 
best to treat the patient for that 
condition. 


N.W. Barker, M.D., Jl Indiana S. Med. Asso. 47:473, 
1954. 
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NEW PHARMACEUTICAL PRODUCTS 


Petrone (Kremers-Urban) 
Each cc. contains progesterone, 25 
mg.; testosterone, 25 mg.; estrone, 
§ mg. Indications: Functional uterine 
bleeding; menopause. Dosage: As 
determined by physician. Supplied: 
In 10 ce. vial. 


Sulfa-Readicillin (Upjohn) 
Penicillin G potassium and mixed 
sulfonamides in suspension. Indica- 
tions: Treatment of staphylococcic, 
streptococcic, and pneumococcic in- 
fections. Vincent’s stomatitis, and 
gonorrhea. Dosage: Orally as deter- 
mined by physician. Supplied: In 60 
ce. bottles. 


Synkayvite-C Drops 

(Hoffmann-LaRoche ) 
Each cc: synkayvite 5 Mg., vitamin 
C, 200 Mg. Indications: post-tonsil- 
letomy hemorrhage and promotes 
wound healing following tonsillec- 
tomy, nasal or oral surgery. Dosage: 
As determined by physician. Sup- 
plied: In bottles of 30 cc. 


Teldrin Spansules 

(Smith, Kline & French) 
Antihistamine capsule containing 
antihistamine chlorprophenpyrida- 
mine maleate distributed among 
hundreds of tiny pellets with vary- 
ing disintegration times. Indications: 
allergic rhinitis, urticaria, drug and 
serum reactions, insect bites, allergic 
eczema, asthma and other allergic 
disorders. Dosage: As determined 
by physician. Supplied: In bottles of 
30 8 mg. or 12 mg. spansules. 
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Tetracyn Oral Suspension 

(Roerig) 
Dry powder which when diluted 
with water gives 30 cc. of oral sus- 
pension of the broad spectrum anti- 
biotic tetracyline with a potency of 
50 mg. per cc. Indications: infections 
caused by a wide variety of suscep- 
tible organisms. Dosage: As deter- 
mined by physician. Supplied: In 1 
oz. bottles. 


Topatar Cream (Sharp & Dohme) 
Contains per 100 Gm. of emulsion: 
coal tar solution N.F., 5.0 cc.; col- 
loidal sulfur, 2.5 Gm.; salicylic acid, 
3.0 Gm. and zine oxide, 5.0 Gm. In- 
dications: eczema, neurodermatitis, 
psoriasis and seborrhea of the scalp, 
face and body. Dosage: apply to af- 
fected areas once daily, or more of- 
ten. Supplied: In 2 oz. jars. 


Furadantin Pediatric Suspension 

(Eaton) 
Contains Furadantin, 5 Mg. per cc. 
suspended in a water-miscible gel 
containing alcohol 10‘7. Indications: 
urinary tract infections. Dosage: As 
determined by physician. Supplied: 
In bottles of 118 cc. in shelf pack of 
12. 


Gallogen Tablets (Massengill) 
Diethanolamine salt of the mono-d- 
camphoric acid, ester of p-tolyl- 
methyl-carbinal. Indications: dis- 
eases of the liver and the biliary sys- 
tem. Dosage: I tablet 3 times daily 
for 3 or 4 weeks. Supplied: In bottles 
of 100 and 1,000 75 Mg. tablets. 
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SALVAGE 


With des routine, Gitman and Kaplowitz! obtained 15 live births from 17 women with his- 


tories ef one abortion — 88%. 


And 3 live births from 3 women with histories of 3 abortions—100%—concluding that des 
is the “drug of choice” in these complications of pregnancy. 


Ross2, with similar des routine, brought all of 36 cases of threatened abortion successfully 
to term 100%. He concluded that “des, together with the 
recommended technique of its administration” is “the 
method of choice in the treatment of threatened abortion.” 


Karnaky? by the use of massive des dosage totalling 30 grams obtained living term infants 
from a woman who previously had six abortions — and a 


living infant by using 77 grams of des in a woman who had 
13 previous abortions. 


des 25 milligram tablets — highly micronized, triple crystallized diethylstilbestrol U.S.P. 
(Grant Process) — dissolve within a few seconds and are 
. uniformly absorbed into the blood stream. 


des 25 milligram tablets are available in containers of 30 and 100 tablets, . 


REFERENCES: . 
NOW avalineit 1. Gitman, iL, and Kaplowitz A.: Use of diethylstibestral 

des potencies for in complications of pregnancy. New York State J. Me 
asertonge Bs dosage therapy- 50:2823: 1950. 


2. Ross, J.S.: Use of diethylstilbestrol in the treatment of 
des 50 me. micronized diethyl threatened abortion. N. Nat. M.A. 43:20, 1951. 


trol tablets 3. Karnaky, K.J.: Am. J. Obsts. & Gynec. 58,622. 1949. 

des 100 mg. micronized diethyl- For further information, reprints and samples, write Medical Director 
stilbestro! tablets GRANT CHEMICAL COMPANY, INC. 
<a 95 MADISON AVENUE, NEW YORK 16, NEW YORK. 
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Relative Efficacy of Penicillin 
and Erythromycin in 
Pneumococcal Lobar Pneumonia 

First, erythromycin exerts anti- 
bacterial activity against a limited 
number of bacterial species and for 
that reason it should be employed 
only under conditions where labora- 
tory facilities permit the establish- 
ment of an etiologic diagnosis with 
reasonable certainty. Second, a num- 
ber of bacterial species, including 
_pneumococcus, may develop in vitro 
a clinically significant degree of re- 
sistance to erythromycin. Although 
clinical failure in the treatment of 
pneumococcal pneumonia with ery- 
thromycin as a result of this pheno- 
menon has not yet been reported, 
the possibility of such an event 
makes erythromycin a_ potentially 
less satisfactory drug than penicillin. 
Third, the relative insolubility of 
erythromycin and the unavailability 
of a preparation for parenteral ad- 
ministration at the time of this study 
have made it seem a less suitable 
medicament for treatment critically 
ill patients who might require the 
immediate establishment of ade- 
quate blood and tissue levels of an 
antibacterial agent. For these rea- 
sons, it is suggested that erythromy- 
cin be reserved as an alternative 
form of therapy for pneumococcal 
lobar pneumonia, its principal value 
residing in the fact that it may be 
administered to patients sensitized 
previously to penicillin. 


Austrian, R. & R., et als., Amer. Jl. Med. Sciences 
226: 487, 1953. 


C.P.T.” 


Steeles], 
Carson-Saeks 
Pregnancy mount 


USM 16.5 


See your surgical supply 
dealer or write for literature. Complete 


C. P. T. Laboratories, Dayton 6, Ohio 


Rapid! 
Easy! 
Accurate! 
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Too often the beautician, the grocer, 
friends and relatives compete with 
you in treating your patients, partic- 
ularly in recommending their favorite 
remedy for constipation. 


CHOBILE provides a solution for you 
in treating these “‘difficult patients,” 
because Chobile re-establishes normal 
colonic function and helps break the 
vicious laxative habit so common in 
the “‘past forty” age group. 


CHOBILE 


Chobile affords a logical therapy in 
constipation of biliary origin. Each 
tabule Chobile combines dehydro- 
cholic acid with cholic acid, conju- 
gated as sodium glycocholate and 
sodium taurocholate. Cholic acid 
conjugates in the colon maintain colon 
water balance and prevent dehydra- 
tion of the stool and favor normal 
peristaltic activity. Chobile is given 
in initial dosage of 3 to 4 tabules with 
meals until a soft, putty-like stool is 
obtained. Reduce dosage accordingly. 
Begin with enema in severe cases. 


Chobile is available at pharmacies 
everywhere in bottles of 100, 500, 1000. 


Generous trial samples on request 


IRWIN, NEISLER & CO. 
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MAIL COUPON TODAY 


IRWIN, NEISLER & CO. 


Decatur, Illinois Dent. CM7 


Please send me a generous trial supply of CHOBILE. 
sini M.D. 


Address 


5 City 





NOW AVAILABLE 
CACODYNE 


An lsotonic Colloidal 
lodine Cacodylate 


- 


Indicated: In all ARTERIAL DIS- 
EASES — Coronary, Cerebral, 
Mesenteric — Hypertension, 
Angiitis Obliterans. 


Frequency of administration is re- 
duced with improvement and 
gradually withdrawn when symptom 
free. 


For intramuscular or intravenous 


injection. 


No known contraindications. 


CACODYNE CREATES 
CARDIAC RESERVE 


For Reprints and Information 
Address 


RESEARCH 
MEDICATIONS 


INC. 


542 Fifth Avenue 
New York 19, N. Y. 


Treatment of Staphylococcic 
Infections With Erythromycin 


34 patients with staphylococcic in- 
fections were treated with erythro- 
mycin; 22 were suffering from soft- 
tissue infections, 10 had osteomyeli- 
tis, and 2 had miscellaneous infec- 
tions. 

The drug was administered in tab- 
let form in doses of 0.3 or 05 
Gm. q. 6 h., with a full glass of water 
and were given at 3:00 and 9:00 
a.m., 3:00 and 9:00 p.m., so that 
food would not interfere with ab- 
sorption. Therapy was continued 
for 7 to 14 days in most instances, 
in a few cases for as long as 2 
months. 

The tablets were well tolerated 
even by the sickest patients. 

In general, the patients were only 
moderately ill, and none were bac- 
teremic. In many of the cases ther- 
apy with penicillin, chlortetracy- 
cline, or oxytetracycline had been 
unsuccessful. 

In the two miscellaneous infec- 
tions there was an overgrowth of 
Proteus vulgaris during therapy, and 
in 1 patient this organism was cul- 
tured from the blood stream. 

It has been observed recently, 
chiefly in staphylococcic endocardi- 
tis, that the infecting organisms 
rapidly become resistant to erythro- 
mycin. 





M.M.W. Kirby, et als. Arch. of Internal Med. 92 
164, 1953. 


Frog Pregnancy Test 


. Speedy results; | to 4 hours. 

. Accuracy; 99.6%. 
3. Reveals early pregnancy. 

. Reports wired free when requested. 
5. Negative findings rechecked free of 

charge. 

6. Need 2 oz. first voided morning urine. 
7. It costs less—only $5.00 to the Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 
Containers and Fee Table On Request 
Also other laboratory tests by mail. 
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